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Foreword 


The importance of clinical supervision for nurses, midwives and health visitors 
has long been recognised. ‘Making a difference. Strengthening the nursing, 
midwifery and health visiting contribution to health and health care’ (Depart- 
ment of Health, 1999) sets a clear direction for the future of professional 
development activities such as clinical supervision, integrating them into the 
clinical governance programmes of every NHS organisation. So I am delighted 
to see this new book on clinical supervision which provides such a wide and 
practical perspective on this important topic. 

The authors’ international perspectives are matched with the experience of 
implementing clinical supervision in NHS Trusts, and the vital underpinning 
themes of education and research provide a firm foundation for practice. I am 
delighted to see so many nurses who have themselves implemented and 
experienced clinical supervision contributing chapters to this book, alongside 
teachers and academics well known for their contribution to research and 
development in this field. 

There have never been so many new challenges and opportunities available 
to nurses, midwives and health visitors, nor a greater emphasis on individual 
clinicians taking responsibility for their personal professional development. 
Clinical supervision is key to this process, and I share these authors? enthu- 
siasm and commitment to it. 


Sarah Mullally 

Chief Nursing Officer 
Department of Health 
London 2000 


1 Introduction 


Fundamental themes in clinical 
supervision: national and 
international perspectives of 
education, policy, research and 
practice 


John R. Cutcliffe, Tony Butterworth and 
Brigid Proctor 


Why another clinical supervision book? 


Examination of the relevant healthcare literature will show that there is a 
growing number of books that focus on clinical supervision. Indeed, each of the 
editors has contributed significantly to this growing body of literature, having 
written a number of academic and professional papers, in addition to books on 
clinical supervision. So the reader could be forgiven for asking; why another 
book? 

Our experience (and many of the findings in the research studies detailed in 
this book) suggest that when people have had some experience of clinical super- 
vision, they appreciate it, understand it, become aware of its application and 
worth, and want it. Consequently, rather than a book that is based on theoretical 
perspectives, this book is comprised of a collection of chapters from authors who 
are involved in practice relating to supervision. Each of them has experienced 
supervision and it has left a lasting impression. Those chapters on education 
have been written by authors who provide training (and receive supervision) 
themselves. Furthermore, those that discuss attempts to introduce/implement it 
have experience of these very endeavours: each of the research chapters is 
written by authors who have carried out the research. Given the variety in the 
nature of the chapters, some have a more academic sense or flavour than others. 

In addition to this, an examination of the relevant empirical literature high- 
lighted certain gaps in the knowledge of the substantive area of clinical super- 
vision. The editors noted gaps in the particular areas of: 


e literature that examines and brings together national and international per- 
spectives of clinical supervision; 

o literature that encapsulates the current research endeavours in clinical 
supervision, highlights current key research questions and summarises the 
current findings; 
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e literature that provides experiential evidence from the various specialities/ 
disciplines of nursing that illustrates the process, value and application of 
supervision in their clinical practice. 


The structure of the book 


The book was designed in order to address the question: given that clinical 
supervision has been available to nurses for over a decade, where are we now 
with regard to the education/training in supervision, the introduction/policy of 
supervision, and the practice/research of supervision from both a national and 
international perspective? Hence the book has the following structure: 

Part 1 of the text is concerned with current education and training for clinical 
supervision. Consequently, chapter 2 focuses on the background of clinical 
supervision in Northern Ireland and provides an overview of the education 
developments in clinical supervision courses. Chapter 3 examines the ‘how and 
the why’ of Brigid Proctor’s supervision alliance model, and looks at some of 
the open learning methods of training in clinical supervision. Chapter 4 concen- 
trates on training practitioners to become competent supervisees rather than 
supervisors, and suggests a possible structure for such training. Chapter 5 
features the development and delivery of a diploma level clinical supervision 
training course at the University of Nottingham. Chapter 6 concludes this 
section by describing the development and delivery of a diploma level clinical 
supervision module at the University of Swansea. 

Part II of the text is concerned with the introduction or implementation of 
clinical supervision into practice. Therefore, chapter 7 outlines how a group of 
lead professionals facilitated the widespread implementation and development 
of clinical supervision within a NHS Community Trust. Chapter 8 reports on 
the experiences of a former clinical supervision co-ordinator and her attempts 
to implement clinical supervision within a medium sized NHS Trust. Chapter 9 
provides a summary of the literature review of clinical supervision, commis- 
sioned by the UKCC, and reiterates the UKCC’s current position on clinical 
supervision. Chapter 10 concludes this section by focusing on attempts to intro- 
duce clinical supervision within a large NHS acute Trust. 

Part III of the text is concerned with the actual practice of clinical supervi- 
sion within the different nurse specialisms or disciplines, and with the current 
research activity into clinical supervision within Britain. Consequently, 
Chapter 11 leads with a focus on the experiences of a Community Mental 
Health nurse. Chapter 12 looks at supervision for nurses in the private sector 
and working within gerontological nursing. Chapter 13 considers clinical 
supervision for nurse educationalists and sets this practice within the context 
of a postgraduate mental health nursing course. Chapter 14 explores the 
practice of cross discipline group supervision, in this instance examining the 
experiences of Registered General Nurses who were new to the role of clinical 
supervisor. Chapter 15 focuses on the methods that are being developed to 
evaluate clinical supervision and highlights the latest attempts to evaluate 
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supervision using the Manchester University Clinical Supervision scale. 
Chapter 16 considers the argument and evidence for using case studies to 
provide the qualitative data needed to evaluate supervision. Three case studies 
are provided in addition to a critique of the use of case studies. Chapter 17 
concludes this section by reporting on the findings from a qualitative study 
that used multi-disciplinary groups to evaluate the experience of receiving 
clinical supervision. 

Part IV of the text is concerned with presenting the international perspec- 
tive on, and experiences of, clinical supervision. Therefore, Chapter 18 
focuses on the Australian perspectives of clinical supervision. Chapter 19 
provides a Scandinavian perspective in that it highlights the development of 
clinical supervision training and practice in Finland. Chapter 20 concludes this 
section by providing the North American perspectives of supervision. The 
book concludes by considering: where do we go from here? Consequently, 
Chapter 21 draws attention to the links between clinical supervision and 
clinical governance, points out that new ways of working (e.g. NHS direct) 
demand new models of clinical supervision and considers the future of clinical 
supervision. 

Wherever findings and thinking are considered of fundamental importance 
to the ideology and practice of clinical supervision, these key statements have 
been emphasised in bold type. 


The editors’ position on clinical supervision 


We would suggest that there is no one single correct way to carry out supervi- 
sion. Any activity is based on certain implicit or explicit assumptions. Rather 
than give yet another definition of clinical supervision, we want to spell out 
some of those assumptions, of what we think it is or is not in our considered 
opinion. The contributors to this book are all talking about the kind of supervi- 
sion that fits within these parameters. In no particular order of priority, the 
editors posit that these parameters indicate clinical supervision is necessarily: 


e supportive; 

e safe, because of clear, negotiated agreements by all parties with regard to 
the extent and limits of confidentiality; 

e centred on developing best practice for service users; 

e brave, because practitioners are encouraged to talk about the realities of 
their practice; 

e achance to talk about difficult areas of work in an environment where the 
person attempts to understand; 

e an opportunity to ventilate emotion without comeback; 

e the opportunity to deal with material and issues that practitioners may 
have been carrying for many years (the chance to talk about issues which 
cannot easily be talked about elsewhere and which may have been pre- 
viously unexplored); 
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e not to be confused with or amalgamated with managerial supervision; 
not to be confused with or amalgamated with personal therapy/counsel- 
ling; 

regular; 

protected time; 

offered equally to all practitioners; 

involve a committed relationship (from both parties); 

separate and distinct from preceptorship or mentorship; 

a facilitative relationship; 

challenging; 

an invitation to be self-monitoring and self-accountable; 

at times hard work and at others enjoyable; 

involves learning to be reflective and becoming a reflective practitioner; 
an activity that continues throughout one’s working life. 


We would argue that, ultimately, clinical supervision has to be concerned 
with benefiting service users. The truth of the matter is that we are all poten- 
tial clients or users of health care. Additionally, each of us has, in some way, 
paid for such care and it is entirely understandable that when we are to be 
recipients of health care, we would all want the best care possible for our- 
selves and our significant others. We posit that this ‘best care possible’ can 
only be delivered by the front line staff, who are competent enough and 
healthy enough. We believe that engaging in clinical supervision has the 
potential to encourage precisely that. It can help keep practitioners competent 
and healthy enough to provide this best care possible. Unless clinical supervi- 
sion ultimately does have an influence on the care provided, it ceases to be 
what it was designed to be and becomes something of a rather narcissistic, 
self-absorbed activity for staff. 

There is an increasing requirement for staff who are engaged in helping 
relationships within health care to be accountable for their actions. However, 
the mechanisms for encouraging, nurturing and monitoring this accountability 
are vague. At the same time there is an ongoing requirement for such indivi- 
duals to re-register as competent practitioners. Inextricably linked with one’s 
eligibility for re-registration is the need to demonstrate a commitment to con- 
tinuous and ongoing professional development and, at the same time, a degree 
of individual accountability. In order to operate as a autonomous practitioner, 
one first needs to be accountable to oneself and then accountable to another. It 
is the belief of the editors (and the authors in this book) that clinical supervi- 
sion provides one mechanism whereby these processes can be achieved. 


What should you gain from this book? 


Having identified that this book offers the reader something different from 
other books on clinical supervision, the reader ought to gain something 
different from reading it. So what should the reader be able to gain as a result 
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of reading this book? Perhaps you should first ask yourself: what do I want to 
know about supervision? 

Then, if you are interested in becoming a supervisor (or supervisee), you 
should turn to the ‘Education’ section and there you will discover what type 
of training/education is available, what options you can pursue and at what 
academic level. 

If you are interested in implementing supervision in practice, you should 
examine the ‘Introduction’ section and can then see some options of the ways 
this can be brought about, and identify some of the hurdles to the introduction 
of supervision. 

If you are interested in the practice of supervision, you should look to the 
‘Practice’ section and become aware of what practice is occurring, how practi- 
tioners are experiencing supervision and how it might be of benefit to them. 

If you are interested in research, then you should examine the ‘Research’ 
section and can then determine what are the next logical questions to be asked 
in supervision, where the current knowledge base is and where future research 
should be focused. 

It is the editors’ opinion that this book identifies the real benefits of receiv- 
ing supervision and this evidence has been obtained from ‘real’ experiences. 
The evidence has been provided by practitioners who share the difficulties, 
constraints and dilemmas that many hard pressed and busy health care practi- 
tioners experience. The writing does not come from a collection of academics, 
who live in a world far from the realities of clinical practice. As a result, the 
editors view this book as a ‘carrot’ book, rather than another ‘stick’ book. It 
provides readers with some hope, something to encourage them, rather than 
adding to the already stifling load of ‘shoulds and oughts’ that practitioners 
bear. It demonstrates, as a result of the international chapters, how different 
countries interpret clinical supervision within their national context. It is inter- 
esting and illuminating to see different perspectives and such perspectives 
might make British practitioners think about supervision in a different way. It 
shows that in the substantive area of clinical supervision, Britain is influential, 
we have something to teach other countries and something we can learn from 
other countries. Finally, it sets clinical supervision in context within nursing, 
and reflects that whilst supervision may have been available for ten years, its 
potential to support staff, to help them become more individually accountable, 
and to improve client care has not yet been fully realised. 

To borrow an expression that arises from contemporary parlance: we have 
come far, but there is still a long way to go. 


Part I 


2 Clinical supervision 


Personal and professional 
development or the nursing 
novelty of the 1990s? 


Billy Kelly, Ann Long and Hugh McKenna 


Editorial 


This chapter includes an exploration of the background to the development of 
clinical supervision in nursing, and reviews the body of scholarly work that 
has been written on clinical supervision. It then offers the Northern Ireland 
perspective on the practice and training of, and research into, supervision, 
paying particular attention to the degree module course in clinical supervision 
provided by the University of Ulster. Lastly, the chapter includes research 
findings which indicate how valuable practitioners in Northern Ireland find 
clinical supervision. 

We believe that this chapter highlights a key issue, and that is the problems 
that can occur when clinical supervision is not maintained as a distinct and 
separate practice to managerial supervision. It is interesting to note that this is 
a theme (and research finding) which recurs throughout the book. Both prac- 
tices are legitimate and valuable, however, the overlap of boundaries leads to 
confusion regarding power issues in supervision. Concerns regarding confiden- 
tiality may inappropriately emphasise the normative aspects of supervision, 
and focus on the needs of the organisation rather than the individual. There- 
fore, we would suggest that the practices of clinical and managerial supervi- 
sion remain separate yet complementary to one another. 


Introduction 


Since the early 1990s clinical supervision has been debated by nurse aca- 
demics and practitioners, and they have argued for its adoption throughout the 
United Kingdom (Bishop, 1998a; Crowe and Wilkes, 1998). Simms (1993) 
reported a growing awareness of, and commitment to, the value of supervision 
and the supervisory relationship. However, she also referred to the dearth of 
published research on the subject. While serious consideration has been given 
to the theoretical aspects and relevance to practice of clinical supervision, 
(Butterworth and Faugier, 1992; Faugier and Butterworth, 1994; Kohner, 
1994), according to Faugier (1996), prior to 1996, little of any substance had 
been published on the topic in the nursing literature. 
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Hill (1989), in a review of the literature on supervision in the caring profes- 
sions, indicated surprise that supervision had not gained greater ground in 
nursing. Since then, interest has been stimulated by the activities of other profes- 
sions, where parallels in practice have been demonstrated (Bond and Holland, 
1998). These professions include psychotherapy, social work and midwifery 
(where there is a form of statutory supervision). In addition, community workers 
are dependent increasingly on forms of supervision directly related to child pro- 
tection. According to White (1990), mental health nursing adopted clinical 
supervision based on its close relationship with the therapies and counselling. 

However, given the need to tailor supervision to the specific reguirements of 
nursing, caution was urged when adopting approaches to supervision favoured 
by other disciplines. Faugier (1992) warns against embracing approaches 
where the therapeutic interventions involved in the supervisory interaction 
may be inappropriate. Moreover, midwifery and child protection models of 
supervision are highly managerial in character and may not be an appropriate 
template for nursing. This is especially so given the emphasis on personal and 
professional development as important components of clinical supervision. 

This chapter is designed to explore the background to the development of 
clinical supervision in nursing. It begins with a critical examination of evidence 
presented in the literature with particular reference to the issue of definition and 
models of clinical supervision. Given the focal point of the book, it continues 
by emphasising the available research literature on clinical supervision, particu- 
larly within the context of mental health nursing. The chapter concludes with a 
synopsis of a research project that was recently carried out in Northern Ireland 
(Kelly et al., 2000). 


Background and context 


The conceptualisation and subseguent implementation of clinical supervision 
have taken place alongside the reorganisation and revitalisation of nursing’s 
education system. Having moved away from a task to a process-oriented 
approach to the delivery of nursing care, the nursing profession committed 
itself to an expanded and extended role for its members. The introduction of 
the Code of Professional Conduct (UKCC, 1984) emphasised the importance 
of professional accountability. Since then, government policy on the manage- 
ment of the health service has been influential in changing the focus of 
nursing practice and education, and the nurse’s role has altered to include 
practices that were once the remit of junior doctors (UKCC, 1992). 

Within a period of radical education reforms, prominence was given to 
concepts such as mentorship, preceptorship and clinical supervision (Butter- 
worth and Faugier, 1992; DoH, 1993). These concepts aimed to stimulate and 
forge new relationships amongst registered nurses and learners, and among 
and between registered nurses. However, with their introduction came confu- 
sion regarding their definition and the differentiation of their applicability to 
practice (Fowler, 1996a). 
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The traditional view of nursing and the paternalistic relationship with the 
medical profession began to be eroded (in theory anyway). In its place came a 
more dynamic interpretation of the nurse’s role with a focus upon independent 
practice, with concomitant autonomy and high standards of care. The paradigm 
shift brought with it increased responsibility (Butterworth and Faugier, 1992). 

A number of health and social care failures also contributed to the debate 
on the need for clinical supervision. The Allitt affair concentrated attention on 
the issue of safe and accountable practice in nursing (Clothier Report, DoH, 
1994). Following this, two distinct types of supervision became the subject of 
much debate, namely managerial supervision and facilitative clinical supervi- 
sion (DoH, 1993). 

Managerial supervision is concerned with controlling standards and a clear 
distinction must be made between this approach and a personal/professional 
development style of clinical supervision. This could not be more dramatically 
illustrated than in the Shipman case involving the multiple murders of patients 
by a GP. This tragedy must raise fundamental questions concerning the need 
for clinical supervision for all health care practitioners. The incorporation of 
clinical supervision within management strategy forms the basis of one of 
the significant debates on its implementation in nursing. Supervision related 
to competency and efficiency is essentially managerially orientated. This 
approach, with its emphasis on resources, market orientation and quality of 
care assessment, is at odds with a professional developmental approach. 
Detailed discussion of this bi-polar issue and the resulting tension it creates 
may be gauged from the growing literature on the issue (Burrow, 1995; 
Nicklin, 1997; Darley, 1995; Fowler, 1996a,b; Wolsey and Leach, 1997; Cut- 
cliffe and Proctor, 1998; Bond and Holland, 1998; Jones, 1998a; Lowry, 1998). 

Clearly a number of important and interrelated issues influenced the intro- 
duction of clinical supervision. The ‘push’ factors have been summarised by 
Bond and Holland (1998) as: 


broad organisational changes; 

policy directives; 

concerns about accountability; 

quality initiatives for improving standards of care; 

concepts of empowerment and partnership becoming integrated into 
nursing philosophy; 

e educational drives towards reflective practice; 

e concern about practitioner health and the prevention of burn-out; 

e increased value placed on therapeutic intervention and concomitant 
requirements for self-awareness. 


The UKCC set out its initial position on clinical supervision in 1995 and the 
following year published definitive guidance for the nursing and health visiting 
professions (UKCC, 1996). The report defines broadly the purpose of clinical 
supervision. It also verified its worthiness in the interests of maintaining and 
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improving standards of care in an often uncertain and rapidly changing health 
and social care environment. Clinical supervision was marketed as the channel 
through which nurses could explore, sustain and develop their personal devel- 
opment and professional practice. Its overall aim was to improve standards of 
care and, in an ideal NHS, promote the health of the nation. 


Definitions of clinical supervision 


As far back as 1986, Platt-Koch defined the goals of clinical supervision as: 
expanding the therapist’s knowledge base; assisting in developing clinical pro- 
ficiency; and developing the practitioner’s professional autonomy. Since then, 
theorists have expressed concern about prescribing tight definitions that induce 
rigidity of thinking and practice (Cutcliffe and Proctor, 1998). While Bond 
and Holland (1998) claim that there are as many written definitions of clinical 
supervision as there are books and papers on the subject, there is no widely 
accepted definition. Indeed, Butterworth and Faugier (1992) cautioned about 
the difficulty of defining clinical supervision when the field of knowledge is in 
such an early period of growth. 

Butterworth and Faugier (1992) describe clinical supervision as an enabling 
process, providing opportunities for personal and professional growth. They 
emphasise that it involves not penalties but opportunities for development. 
Two years later, the same authors claimed that clinical supervision is an 
exchange between practising professionals about their practice that enables the 
development of professional skills (Faugier and Butterworth, 1994). More 
recently, clinical supervision has been defined as a designated interaction 
between two or more practitioners to ensure quality patient services within a 
safe/supportive environment, enabling a continuum of reflective and critical 
analysis of care (Bishop, 1998a). 

Bond and Holland (1998) put forward an important analysis of clinical 
supervision. Examination of their work demonstrates that their contribution to 
the debate is all encompassing and valuable both for its clarity and its contri- 
bution to an inherent understanding of the skills and processes involved in 
clinical supervision. Scrutiny and synthesis of their writings reveal that they 
have defined clinical supervision as: 


e regular protected time for facilitated, in-depth reflection on professional 
practice; 

e an interaction that is facilitated by one or more experienced colleagues 
who have expertise in facilitation; 

e facilitation of time and venue for the provision of frequent, ongoing 
sessions led by the supervisee’s agenda; 

e an enabling process that permits supervisees to achieve, sustain and 
develop creatively a high quality of practice through means of focused 
support and development; 

e a reflective process that permits the supervisees to explore and examine 
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the part they play in the complexities of the events within the therapeutic 
relationship as well as the quality of their practices; 

e a life-long learning experience that should continue throughout the practi- 
tioners’ careers, whether they remain in clinical practice, or move into 
management, research or education; 

e a unique characteristic of the nursing profession, as it focuses on clinical 
practice. 


Bishop (1998a) supports the view that the terminology used in defining 
clinical supervision must focus on clinical practice and attempt to describe a 
mechanism to support the development of the ‘best possible’ standards of 
care. While that would seem to hold true for the range of definitions available, 
there must be a danger that such a degree of flexibility will serve to dilute the 
essence of clinical supervision and to confuse further the wider profession, 
other professions and the public. In particular, the degree to which some defi- 
nitions may endorse a managerial context has been referred to as a growth 
block within the ongoing development of clinical supervision. Clearly there 
remains insufficient differentiation between managerial and clinical supervi- 
sion (Burrow, 1995). 


Models of clinical supervision 


Given the diversity of nursing specialities there is general acceptance that 
models of supervision should recognise the particular needs of specific groups 
of nurses. This has stimulated interest in the theoretical basis of clinical super- 
vision and differing approaches to models of supervision. Faugier (1992) 
developed a ‘growth and support’ model that emphasised the supervisor—super- 
visee relationship within the process. Butterworth and Faugier (1992) 
advanced this argument and devised a model that incorporated clinical super- 
vision and mentorship in nursing practice. 

Dealing specifically with community psychiatric nursing, Wilkin (1992) 
developed an ‘interactive’ model linking casework skills, personal feelings, 
managerial overview and an educative process. More recently, a facilitative, 
supportive model of clinical supervision designed by Chambers and Long 
(1995) supports the concept of developing a dynamic triangular relationship 
that promotes personal and professional development and higher standards of 
patient/client care. This model also emphasises the benefits of using helping 
communication skills and key caring concepts such as valuation, empathy, 
congruence and commitment. 

Proctor (1986) described a model of clinical supervision that addresses its 
formative, normative and restorative functions. A decade later, Fowler (1996b) 
proposed a framework which merged Proctor’s ideas with John Heron’s six 
categories of intervention. This was designed to provide structure to both the 
purpose and the direction of supervisory interventions. Proctor’s model has 
also been very influential within the wider nursing profession, having been 
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selected as a template by scholars from a diversity of nursing specialities 
(Nicklin 1997; McGibbon, 1996; Waterworth et al., 1997, Butterworth 1996; 
Bishop 1998b). 

Bond and Holland (1998) have advanced Proctor’s model, emphasising the 
means by which the normative function, (quality/standards/accountability), 
might be addressed through the medium of the restorative and formative func- 
tions. This is an important analysis, given the authors’ contention that these 
principles provide practitioners in diverse settings with a flexible framework 
of clinical supervision that can benefit practitioners, their practice and ulti- 
mately clients/patients. 


Synthesising the scholarship 


There is no shortage of scholarly discussion on the topic of clinical supervi- 
sion. In particular, clinical supervision in mental health nursing has attracted 
considerable interest. The Community Psychiatric Nursing Association (1989) 
asserted that supervision is a cornerstone of clinical practice. Following this, 
White (1990) endorsed the view that clinical supervision was well developed 
among nurses working in psychiatry. In a commentary on the position of 
clinical supervision in community psychiatric nursing, Wilkin (1992) argued 
that clinical supervision was the very lifeblood of CPN work. 

A number of scholarly papers were written on clinical supervision in 1995. 
Oxley (1995) claimed that clinical supervision was particularly pertinent to 
community mental health nurses whose work often involves complex emo- 
tional interactions with clients, and who work largely on their own in the 
community. Oxley posed the key unanswered question concerning the diver- 
sity of opinions @ propos of the professional/management accountability inter- 
face. Other scholars have theorised on issues relevant to the overall 
framework, structural and organisational arrangements within which clinical 
supervision might operate (Friedman and Marr, 1995). The relevance of 
leadership in the management of the process of clinical supervision has also 
been analysed (McCormack and Hopkins, 1995), as has the opportunity for 
personal development of both supervisors and supervisees (Chambers and 
Long, 1995). The relevance of supervision as a self-actualising process has 
been addressed by Farkas-Cameron (1995). While Morris (1995) argued in 
favour of the need for clinical supervision in mental health nursing, Burrow 
(1995) claimed that mental health nurses within a post-registration specialist 
model were no strangers to the notion of clinical supervision. An interesting 
study by Thomas and Reid (1995) argued fervently about the potential for 
multidisciplinary clinical supervision. However, Thomas (1995) asserted that 
while clinical supervision might be happening in some areas it was certainly 
not taking place in others. The degree to which clinical supervision has 
become an established reality was also questioned (Carson ef al., 1995). 
Despite these cerebral scrutinies, impassioned debates about the topic contin- 
ued unabated in the nursing journals. 
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In 1997 there was a call for a model of clinical supervision for mental health 
nurses working in forensic situations (Rogers and Topping-Morris, 1997) and 
Mahood et al. (1998) provided some insight into the complexity of implement- 
ing clinical supervision in a mental health nursing development unit. 

A number of writers have addressed the use of clinical supervision in areas 
of general and community nursing specialities. For example, these studies 
examined nurses’ views on the effects of clinical supervision in a medical 
department (Begat et al., 1997), in palliative care (Jones, 1997; 1998a), in 
practice nursing (Trotter and Nimmo, 1998) and in a community Macmillan 
nursing setting (Jones, 1998b). 


A Northern Ireland perspective 
Education and training 


The School of Health Sciences at the University of Ulster has designed a 
degree level module on clinical supervision. The module introduces students 
to the history and foundation of clinical supervision and a range of theoretical 
models of clinical supervision are analysed. Ways in which effective super- 
vision can promote and advance professional and personal development of 
nurses are highlighted. Anonymous examples from practice are provided to 
demonstrate how and why clinical supervision impacts positively on patient 
care. Supervisees are involved in examining elements of clinical practice. 
Furthermore, the enhancement of self-confidence and self-valuation of nurses 
who risk disclosing their practice in the safe environment of the supervisor- 
supervisee encounter are explored and debated. The practice element of the 
module consists of focusing on the use of appropriate communication skills 
and dimensions. Chambers and Long’s (1995) work on congruence, empathy, 
valuation and commitment is used to process the communication principles 
and value sets that underpin the practice of clinical supervision. 


Practice and protocols 


In Northern Ireland implementation of clinical supervision is taking place on 
the same basis as in the rest of the UK. A deficit of published literature 
beyond local reports of projects and initiatives limits the amount of informa- 
tion on the practice of, and attitudes to, clinical supervision. However, high 
quality unpublished research has been carried out on the uptake and benefit of 
clinical supervision. For example, the Northern Health and Social Services 
Board (NHSSB, 1996) established a senior nurses’ working group in an 
attempt to define clinical supervision (NHSSB, 1998). The working group 
defined clinical supervision as: 


A practice focused, professional relationship to ensure high quality 
nursing practice and care to patients and clients and to provide support to 
staff in their professional role (p.2). 
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The NHSSB subseguently carried out a study using a structured interview as 
the research instrument. Key findings demonstrated that the ultimate aim of 
clinical supervision is to improve the welfare of the nurse and improve patient 
care. All three Trusts within the Board area demonstrated that they had 
embraced positively the concept of clinical supervision and were working 
towards adopting a model that best suits their local situation, needs and 
services. None of the Trusts is prescribing any specific model; rather each 
aims to discover and develop a framework that best suits its own unigue situa- 
tion. Findings also indicated that some level of training in clinical supervision 
was reguired, with one Trust suggesting a half-day training session for all staff 
and a further half-day for supervisors. All the Trusts were anxious that the 
implementation process should be undertaken correctly. The importance of, 
and difficulties relating to, monitoring clinical supervision and its effectiveness 
with regard to patient care were recognised. 

The Down Lisburn Trust in the Eastern Health and Social Services Board 
(EHSSB) implemented a facilitative/supportive model of peer group clinical 
supervision in health visiting and district nursing. Staff members in these dis- 
ciplines undertook education and training in clinical supervision and were 
given the opportunity to select a suitable model and to elect supervisors from 
within their own disciplines. Twelve months later a guestionnaire survey was 
carried out to evaluate progress (Down Lisburn Trust, 1999). Key findings 
demonstrated that 93.2 per cent of the twenty-eight staff targeted found 
clinical supervision to be either very helpful or satisfactory in relation to the 
support and guidance that was provided for professional practice and 76.6 per 
cent of the sample group found clinical supervision to be either useful or very 
useful to them. Respondents were asked to comment on the usefulness of 
clinical supervision. Results demonstrated that clinical supervision: 


e challenges practice; 

e prevents isolation; 

e provides opportunities to reflect, discuss, gain support, give support and 
affirm practice in a non-threatening environment; 

maintains confidence in their professional role; 

helps to improve and update practice ‘on the ground’; 

provides a safe environment to discuss practice and resolve problems; 
provides much valued and needed support from colleagues; 

permits individuals to admit that they do not know everything; 

is essential and nurturing. 


The Northern Ireland Hospice and Marie Curie (Northern Ireland) have been very 
innovative and proactive in implementing clinical supervision. The overall 
aims of clinical supervision in both voluntary organisations can be synthesised as: 


e safeguarding standards; 
e developing expertise; 
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e advancing the delivery of high quality care; 

e facilitating ongoing personal and professional development within a safe 
forum; 

e nurturing a sense of empowerment in all nurses by having the opportunity, 
either as individuals or in groups, to reflect on aspects of their clinical 
practice and on what nursing/caring is; 

e focusing on how nursing is distinct from other allied professions who 
work in the culture of health and social care. 


In both organisations, clinical supervision is being cascaded to reach all 
members of nursing staff. Methods of evaluation are being identified and 
introduced to investigate the benefits to participants and improvement in 
nursing practice. The authors are aware that clinical supervision is being 
carried out in other areas in the province. Nonetheless, further research needs 
to be carried out to investigate the part it plays in promoting the health and 
wellbeing of nurses and, in pursuing excellence in the provision of nursing 
care. 


Policies on clinical supervision within mental health nursing 


Although clinical supervision has been implemented within mental health 
nursing in Northern Ireland, the distribution and uptake across the Health and 
Social Services Boards and Trusts is unclear. Board and Trust policy and 
procedures on clinical supervision within mental health nursing are not stan- 
dardised. This would be in keeping with the position adopted by UKCC 
(1996), which recognised the need for local flexibility. Written policies and 
procedures do however contain common features, which are fundamental to 
the process and recognise the relationship between the clinical supervision and 
standards of practice, development of the practitioner and professional 
accountability. 

There is general acceptance that clinical supervision must be seen to operate 
in the best interests of patients and clients, that all clinical staff are involved in 
a clinical supervision relationship and that it should enable and empower prac- 
titioners. 

The need for supervisory sessions to be on a regular basis is recognised and 
while a variety of methods are suggested within local policies, clinical super- 
vision on a one-to-one or group basis would appear to be the commonly 
adopted approaches. The process acknowledged the need for training of super- 
visors and, to a lesser extent, training for supervisees. 

Procedures specify, sometimes in considerable detail, the nature of the 
clinical supervisory meeting and how the exchange should be managed and 
recorded. This involves a written contract between the supervisor and super- 
visee. The issues of confidentiality and the storage of records are addressed 
and in some cases this reguires the supervisee to be wholly responsible for 
any written record. 
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While there is a strong emphasis on clinical supervision being practitioner 
led and practice focused, these principles do not always permeate the practice 
of clinical supervision. In some instances there is a clear recognition that 
clinical supervision is distinct from managerial control but there are also 
examples of policy and procedure that are implicitly management focused. As 
in other countries, the interface between managerial control and a personal/ 
professional development model of clinical supervision appears to have 
created problems in Northern Ireland. This can be evidenced through the dif- 
ferent approaches used for dealing with situations that involve the nursing 
code of professional conduct or where management intervention is deemed to 
be reguired because the competence of the practitioner is guestioned. The 
involvement of senior management is often the preferred approach to resolu- 
tion as opposed to a counselling approach that places responsibility for action 
on the supervisee. The direct involvement of line managers acting as clinical 
supervisors for staff who are contractually responsible to them does little to 
ameliorate these problems. 

Northern Ireland mental health nurses have embraced clinical supervision in 
the spirit of advancing standards of clinical practice and the personal/pro- 
fessional development of practitioners. In common with colleagues in the rest 
of the United Kingdom, they encounter difficulties in the implementation and 
practice of clinical supervision. There is, however, a recognition of the inherent 
value of clinical supervision in advancing mental health nursing and this will 
fuel the desire to ensure its availability to all mental health nurse practitioners 
and to overcome any identified deficits in the process. 


Research on clinical supervision in Northern Ireland 


Brooker and White's (1997) survey on Community Mental Health Nursing in 
Northern Ireland included a section on clinical supervision. The findings 
demonstrated that 79 per cent of those community mental health nurses 
(CPNs) (n=229) who were receiving clinical supervision reported positive 
outcomes as a result. These included additional clinical insight, increased con- 
fidence and stronger working relationships. However 13 per cent (n=15) of 
CPNs reported no positive outcome and of the total population of CPNs, one 
in five (n=33) did not receive clinical supervision (Brooker and White, 1997). 
Nonetheless, the identification of positive outcomes supports the findings of 
other UK studies (Bulmer, 1997; Butterworth, 1997, 1998; Bishop, 1998b). 
Kelly et al. (2000) undertook a study on clinical supervision in Northern 
Ireland. The aim was to redress the information deficit by exploring and evalu- 
ating the current position in the province. A standardised postal guestionnaire 
that incorporated Major's (1993) twenty-item Likert scale of attitudes towards 
clinical supervision was used. Prior to carrying out the study, the researchers 
contacted Major for permission to use her guestionnaire. Data were collected 
from the total population of community mental health nurses (CMHNs) 
working within ten out of eleven HPSS Trusts in Northern Ireland. It was not 
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possible to gain access to one of the Trusts. The sample comprised n=225 
CMHNs. 

To ensure content validity the questionnaire was scrutinised independently 
by a panel of research ‘experts’. A pilot study using 18 post-registration 
nurses was carried out and as a result questions were modified slightly. From 
the pilot data, the internal consistency of the attitude component of the instru- 
ment was tested using coefficient alpha: a coefficient of 0.73 was obtained. 

In the main study 153 valid questionnaires were returned, representing a 
response rate of 61.2 per cent. The reliability of the completed 20-item Likert 
scale was assessed by calculation of the coefficient alpha for the total scores 
in respect of the full sample. Alpha for the full sample = 0.9033 and the stan- 
dardised item alpha = 0.9072. This confirmed the internal consistency of the 
attitude scale. 

Data from the completed questionnaires were analysed using the Statistical 
Package for Social Scientists (SPSS: version 7.5). The key results are as 
follows: 66 per cent (n=101) had successfully completed a recognised, record- 
able community mental health nursing course, the remainder of the sample had 
not. Only 37.3 per cent (n=57) had received training in clinical supervision. Of 
those trained, 19.3 per cent (n=11) were trained in supervisory skills, while 
21.1 per cent (n=12) were trained in both supervisor and supervisee skills. 
Eighty-one per cent of the respondents (n=124) were engaged in a clinical 
supervision relationship, 50.8 per cent (n=63) as supervisees only, 8.9 per cent 
(n=11) as supervisors only, and 40.3 per cent as both supervisors and super- 
visees. 

It was interesting to note that management allocated the supervisors for 55.6 
per cent of the supervisees and 47.6 per cent said that their line managers 
were their supervisors. Only 1.6 per cent indicated that their supervisor had 
been chosen by ‘mutual agreement’. Most, 74.7 per cent (n=92), were receiv- 
ing one-to-one supervision and that supervision was undertaken almost exclu- 
sively within normal working hours (98.4 per cent, n=122). 

Analyses of attitudes towards clinical supervision reflect overall support for 
clinical supervision. This result concurs with the findings of Major (1993) who 
had reported favourable attitudes to clinical supervision by both managers and 
CPNs. However, readers should note that the present study is not a replication 
of Major's study; therefore it is not directly comparable. 

Results of the present study indicate that there is strong agreement that all 
CMHNs should receive clinical supervision. This finding was reinforced 
further by a 100 per cent rejection of the proposition that ‘experienced 
CMHNs do not require clinical supervision’ and by endorsement of the state- 
ment that ‘supervision is essential in CMH nurse education and training”. 
There was also agreement among respondents that supervision relieves isola- 
tion, leads to personal development and promotes greater confidence. There is 
firm agreement that supervisors and supervisees need appropriate training and 
that proactive and effective organisation and planning are important elements 
for successful implementation. 
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Findings showed majority agreement (80.4 per cent, n=153) from managers 
and supervisors that managers were not the best people to act as supervisors. 
Results also showed strong opposition to CMHNs being supervised by other 
disciplines. 

A key finding was the high level of uncertainty expressed by those currently 
engaged in clinical supervision. There were uncertain responses to the follow- 
ing statements on clinical supervision: ‘improves standards of care’; ‘greater 
confidence results’; ‘personal development’; and ‘the development of new 
skills’. Levels of uncertainty were markedly greater among respondents who 
were not managers or supervisors. Those not engaged in clinical supervision 
recorded even higher levels of uncertainty in respect of key attitudes. 

A number of important issues arose from this study and the authors believe 
that these have implications for research and training as well as the practice of 
clinical supervision. These include the training deficits in supervision skills 
and how this impacts on the practice of clinical supervision, (see also Cut- 
cliffe, 1997), and the availability of skilled supervisors in the field. The effects 
of not being engaged in a clinical supervision relationship resulting in the loss 
of opportunity for personal/professional growth and development are raised. 
There was also the confusion as to the meaning and purpose of clinical super- 
vision. This was particularly so with regard to supervision being viewed 
primarily as managerial rather than as developmental and growth enhancing. 
Significant uncertainty emerged among respondents as to the value of key 
concepts. These findings might have profound implications for nursing 
practice and standards of care. 


Conclusion 


According to the UKCC (1996) clinical supervision is designed to bring prac- 
titioners and skilled supervisors together to reflect on practice. Supervision 
also aims to identify solutions to problems, improve practice and increase 
understanding of professional issues. In particular, the UKCC emphasises that 
clinical supervision is not a managerial tool that encourages overt managerial 
responsibility or managerial supervision. In a prevailing general management 
environment there remain concerns that resource implications may inhibit the 
effectiveness of clinical supervision and managers may still need to be con- 
vinced of the long-term benefits that improvements in nursing practice and 
overall efficiency can produce. 

Synthesis of the literature demonstrates that developments in nursing have 
embraced clinical supervision and that implementation, while not universal, is 
advancing in parts of the UK. However, significant problems and tensions 
remain unresolved. These relate primarily to issues concerning definition, 
models and systems of clinical supervision practice. There needs to be an 
assurance of appropriate education and training for both supervisors and of 
supervisees. The complexity of the bi-polar phenomenon of management/ 
quality control versus the personal/professional development interface is a 
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challenging issue that may inhibit the full commitment of practitioners. 
Equally, any continuing uncertainty among practitioners regarding the value of 
clinical supervision can only result in misunderstandings regarding its purpose 
and in lack of commitment to the process. Even more serious, such uncertainty 
might have profound implications for current nursing practice, for the develop- 
ment of autonomous practitioners and ultimately for patient care. Because 
there are dangers that clinical supervision could be viewed as mere novelty it 
is imperative that the process is seen to contribute significantly to improve- 
ments in standards of care and to the wider provision of health care services. 

Evaluation reports of clinical supervision are now emerging and first results 
are encouraging with a generally positive view being taken on the value of 
clinical supervision (Butterworth, 1997, 1998; Bulmer, 1997; Brooker and 
White, 1997; Bishop, 1998b; Kelly et al., 2000). Research is needed to 
discover if improvements in nursing care and in nursing care outcomes can 
indeed be attributed to experiencing clinical supervision. However, it would be 
extremely difficult to control and isolate clinical supervision as a factor within 
the totality and complexities of nursing care. Hence, there are many factors 
within the phenomenon of clinical supervision that have not yet been seriously 
addressed. Very soon there will be no reasons left why these are not 
addressed, only excuses. 
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3 Training for the supervision 
alliance attitude, skills and 
intention 


Brigid Proctor 


Editorial 


This chapter focuses on the ‘supervision alliance model’. It outlines the back- 
ground and antecedents to the development of the model, it describes the key 
components of the model and then explores the training process the author 
uses and makes reference to the open learning structure. Brigid’s model is 
perhaps the most commonly used clinical supervision model within health 
care. The literature is replete with reference to it and explanations of it, and it 
should be noted that some of these do not provide an accurate representation. 
Consequently, there is merit in going back to the originator and having the 
record set straight. It is hoped that this chapter will add to the clarity and 
understanding of the function and purpose of the model. It is interesting to 
note that Brigid suggests the principal function of her model is the restorative 
function, that is, its supportive function. In a health care system that has wit- 
nessed the demise of traditional support systems, the importance and value of 
support within clinical supervision needs to be highlighted. Consequently, the 
editors would point out that effective supervision requires a supportive under- 
pinning as the foundation upon which the formative and normative aspects of 
supervision are built. 


Introduction to the supervision alliance model 
Is it transferable? 


When I discovered that ‘the Proctor model’ of supervision was quoted in the lit- 
erature of clinical supervision in the Health Services, I was surprised, gratified 
(naturally) and then concerned. Most quoted is a framework for thinking about 
the sometimes conflicting tasks of supervision. That framework emerged from 
the practice of training and consultative supervision in counselling and related 
settings. The three aspects of the tasks and responsibilities of supervisor and 
practitioner (or supervisee) — normative, formative, and restorative — form the 
core of a more extended and comprehensive model. It has been developed with 
several colleagues over the years, but finds its fullest expression in the open 
learning materials developed and produced by Inskipp and Proctor (1993, 
1995). We now call it the supervision alliance model. 
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I have felt concern that a model developed in a particular context might be 
confusing to the generality of healthcare workers. The assumptions and 
language of counselling and psychotherapy supervision could be inappropriate 
and off-putting. A mismatch of language and assumptions might hinder inno- 
vative thinking about clinical supervision for nurses as ‘a welcome pause for 
reflection in a busy working life’. I am glad to take this opportunity to 
describe how and why our model has developed, and to focus on those aspects 
which I think could usefully transfer to other settings. In saying how we 
attempt to help practitioners and supervisors develop the ability to use and 
offer clinical supervision, I will also focus on those aspects of training which I 
think would be of interest to health service educators. 


Antecedents 


When I first started thinking seriously about supervision I was working as a 
trainer on a three-year, part-time counselling skills course for people who 
worked in a wide variety of ‘helping’ or ‘caring’ jobs. All participants offered 
some service to other people — clients, consumers, students, patients, whatever 
— who, for some of the time, were likely to be in the process of choice or 
change or to be experiencing confusion or distress. (Gilmore, 1973) Partici- 
pants (or their managers) thought it would be helpful for them to develop a 
wider variety of communication and counselling skills than their previous 
training equipped them with. 

Course members worked in education and youth work, social work, volun- 
tary services, personnel and welfare departments. Many were health profes- 
sionals — community psychiatric nurses; midwives; health visitors; specialist 
nurses; psychologists; occupational, speech, music and drama therapists; 
general practitioners, and the occasional consultant. Others worked profession- 
ally (without the title of *professionals”), as care assistants in a variety of 
settings. Some participants were already ‘counsellors’ and many more were 
given that role in their organisations (at least as part of their job) as a result of 
doing the course. 

This training context was influential when I and colleagues began to think 
about what we did in supervision. As we created a supervision learning forum 
which specifically offered an opportunity for them to become reflective practi- 
tioners, we wondered: what were our roles and responsibilities, and what were 
those of the course members? We were working with trainees, who were 
already practitioners, and whose contracted learning aims were to develop 
skills for being facilitative with people in ‘choice, change, confusion, distress’. 
They were also, for the most part, working in situations where there was very 
little organisational or managerial understanding of this aspect of their work. 
They needed to be autonomous, self-monitoring, respectful, and intelligent 
about the nature and extent of their ‘counselling skills’ work. 

The major effects, on our supervision model, of working in this context with 
this clientele were: 
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e Assuming that the content of the work being reflected on in supervision 
would be predominantly interpersonal work, with organisational issues 
coming a close second. 

e That ideas and practices taken from psychotherapy and counselling were 
taken for granted as a starting point, the process of supervision bore resem- 
blance to the process of counselling and supervisors looked to their own 
experiences of counselling and psychotherapy supervision for models. 

e Practitioners were encouraged to develop considerable self-awareness, and 
awareness about the processes of relating with other people. Much of the 
course content also emphasised this. 

e Supervisors seldom had expertise in the core work and contexts of the 
practitioners they were working with only, usually, in the interperso- 
nal aspects of the work (for instance, they only had lay knowledge of 
breast cancer, and hospitals, but had expertise in giving support and 
information to people in confusion or distress). 

e The Codes of Ethics and Practice of the British Association for Counsel- 
ling — initially for Counsellors (1992) and Supervisors (1995), and adopted 
for some people using counselling skills — were the shared guidelines. 

e Since they were unlikely to have any managerial supervision for the 
‘counselling skills’ aspects of their work, their course supervision was the 
only forum of accountability to colleagues and ‘clients’. When they 
finished training, any consultative supervision they continued to have 
served that purpose also. (If they were counsellors, ongoing supervision 
was a requisite; many non-counsellors chose to continue to have it as a 
personal and professional resource.) This normative function of being the 
person to whom colleagues were accountable was unfamiliar to people 
trained in ‘acceptance’ as counsellors. Emphasis was placed on taking that 
responsibility in an authoritative, rather than authoritarian, manner. 

e Other support roles had not been thought of — so preceptor and mentor 
were roles which were subsumed under the auspices of supervision. 
Supervisors were initiators (though not ‘hands on’ initiators) into these 
particular kinds of professional practice and many also acted as informal 
mentors — supporting the professional progress of their supervisees, both 
pre- and post-qualifying. 

e The work talked about in supervision was invariably not seen by the 
supervisor; a good deal of emphasis was placed on how to divine what 
was not being said or noticed by the supervisee in relation to her clients. 
This ‘divining’ was in line with the kinds of skills which supervisors had 
already developed as counsellors — ‘noticing the unconscious processes’. 


These influences shaped a model of consultative supervision which may be 
appropriate to some health workers and their clinical supervision, but which 
will be an inappropriate and uncomfortable fit for many. I cannot stress 
enough that I believe health practitioners — and indeed each group of pro- 
fessionals — need to develop supervision training, models and skills which 
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are immediately useful and practicable in their own context, within pro- 
fessionally agreed tasks and responsibilities. 


A model geared to practice 


I gladly come back to the theme of the absurdity of our education: its end 

is not to make us good and wise but learned. And it has succeeded. It has 

not taught us to seek virtue and to embrace wisdom: it has impressed upon 

us their derivation and their etymology. 

(Michel de Montaigne. Essaies From Alain de Botton The Consolations of 
Philosophy. Hamish Hamilton 1999) 


In the renaissance of classical learning, Montaigne wrote against the increas- 
ingly academic nature of education. He believed it should teach us how to live 
— be useful in helping us to ‘understand ourselves, ... confront death, quell 
our wilder ambitions, appease our melancholy or our physical discomforts’. 
Five hundred years later, I have the temerity to feel and think similarly. I 
recognise that stake-holders in the clinical supervision enterprise need to have 
access to theory and research in order to risk investing time, money and 
personal resources. I also know the intimidation of the academic and profes- 
sional world, where not to have read everything and be doing everything 
leaves one open to discount. Professional practice which has been rooted in 
practical and personal skill, and often intuitive understanding, is particularly 
vulnerable to such intimidation in this time of continuous change. 

Practitioners — of supervision and health care — need support and help 
in ‘seeking virtue and embracing wisdom’ in a complex and multi-cultural 
world. One way they can get this is by being offered regular space to 
reflect on their moment-to-moment practice. 

The picture in Figure 3.1 sketches the outline of the supervision alliance 
model transposed into health care settings. The model is underpinned by 
certain values and assumptions. The ones that come to mind immediately are 
listed in Table 3.1 — there will be many others. 

These assumptions are based on the writing and reflections of many who 
have thought about and researched adult learning, reflective practice and facili- 
tative learning environments. Most writing on clinical supervision in nursing 
has a host of useful references. For me and my colleagues, they are assump- 
tions which, having initially been borrowed, have been borne out in practice 
over many years. 


Contracts and agreements 


The overall contract 


The model illustrated by Figure 3.1 emphasises that clinical supervision always 
involves more than two stakeholders. There is the paymaster — whoever that 
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may be — and the managers who have to manage the service within financial 
constraints; there is also the particular professional body to which the practi- 
tioner (and possibly the supervisor) belongs and owes professional allegiance; 
and the public who, in a public service, both finance the paymaster; and (to my 
mind, most important) are the consumers, without whom.... 

All have a right to be respected in the process of clinical supervision. 
However, the central figures are, first, the recipient of the supervision — the 
practitioner. In the ‘world out there’ he or she is the channel through which 
the service is offered — the public face of the service and a person in his or 
her own right. Second, there is the supervisor who is responsible for creating a 
climate and a relationship in which the practitioner can reflect on his or her 
practice within clear boundaries of freedom and responsibility. 

Those clear boundaries are first set by the contract that the employer makes 
with the supervisor and practitioner as to the purpose and manner of clinical 
supervision in a particular context. This will necessarily be bounded by guide- 
lines or codes regarding wider professional ethics and practice. 


The working agreement 


Within the overall contract, we suggest that a working agreement for a particu- 
lar supervision alliance is made between supervisor and practitioner. The 
working agreement is personal and particular. At one level, its clarification and 
negotiation is practical, identifying such key matters as responsibilities and 
roles, contextual factors, administrative arrangements, supervisor’s methods of 
working in supervision, practitioner’s developmental needs and learning goals, 
preferred learning styles, and supervisor and practitioner resources. 

At another level, it is a shared process which gives each information about 
the other, verbally and intuitively. The process of clarification and negotiation 
begins to establish the degree of trust, safety or wariness there may be in this 
relationship and to shape a suitable working climate. 

Some of the parameters of this agreement will be non-negotiable — set by 
the wider contract, circumstances of time and availability or by the particular 
supervisor who may choose to make them so because of his or her values and 
ideas of good practice (of supervision and of nursing). Others — especially 
issues of style and learning agenda — will be negotiable. 

Some factors — time, place, overall purposes and supervisor and practitioner 
responsibilities — will need to be clarified before getting under way. Others 
may be better negotiated as the relationship becomes established. In any case 
the agreement written — and/or verbal — should be reviewed and appraised at 
stated intervals. 


A working relationship 


The contract and the working agreement are not seen as bureaucratic devices, 
but as a means of establishing sufficient safety — ‘now we know where we 
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Table 3.1 Values and assumptions of the supervision alliance model 


e It assumes that practitioners are usually keen to work well, and to be self-monitor- 
ing, if they are brought to professional maturity in a learning environment which 
sufficiently values, supports and challenges them. 

e It values the ability to reflect on experience and practice as a major resource for 
life and learning. 

e It presumes that reflective practice can be learned taught even but that learners 
require a trusting and safe environment if they are to share their experience and 
practice honestly with themselves or others. 

e It views supervision as a co-operative enterprise between colleagues who may (or 
may not) be unevenly matched in work experience or age, but who share a 
common humanity and common professional interests, ethics and, often, ideals. 


stand, what is in it for me and what my rights are’ — and challenge — ‘oh, that 
is what I am responsible for and what will be expected of me by this super- 
visor.” The overall contract signals continuing accountability to the other 
stake-holders in the supervision enterprise — this is both opportunity and 
responsibility to mature in practice and offer a better service. The working 
agreement signals the co-operative nature of the enterprise and the comple- 
mentary roles of each party. The process, of discussing and establishing both 
general principles and the nitty-gritty of the alliance, is the vehicle through 
which an intentional and unique relationship is initiated between this particular 
practitioner and this particular supervisor, in this particular context. 


Tasks and tension of clinical supervision 


This brings us to the best known feature of the model — the complementary 
but sometimes contradictory tasks of clinical supervision — normative, forma- 
tive and restorative. In healthcare contexts, the constituent tasks of supervision 
should probably be transposed. 


e Clinical supervision will be a major opportunity for professional and, 
hopefully, personal refreshment so the restorative task in these stress- 
ful times should, I think, be placed first. If supervision is not experi- 
enced as restorative, the other tasks will not be well done. 

e Second, the opportunity to become increasingly reflective on practice, and 
to learn from one’s own experience and the experience of another (or 
*others? in group supervision) gualifies clinical supervision as a uniguely 
formative process. 

e Whereas in counselling contexts, supervision is the major forum of profes- 
sional accountability, in most health settings there will be other places 
where account is rendered. Nevertheless, there will necessarily be self- 
monitoring elements to the work, for the practitioner. At best, clinical 
supervision is the safe enough setting where he or she can share and talk 
about practice and ethical dilemmas without jeopardising themselves. 
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Moreover, the supervisor cannot duck responsibility for challenging and 
sometimes confronting practice which causes her/him professional 
disquiet or concern. She/he has responsibility for making clear their own 
criteria of good practice, and comparing that with the practitioner’s per- 
spective. She/he may nevertheless have to decide to ‘take things further’ 
if they consider or suspect that the practitioner continues to practise 
unwisely or unethically. (The kind of incident which might occasion this 
and the procedure for addressing it would have been clearly spelled out 
and discussed when clarifying the overall supervision contract.) So, for 
both practitioner and supervisor, clinical supervision will always be a 
forum where normative issues are addressed and engaged with and the 
supervisor may, very occasionally, become a whistle blower (see Cutcliffe 
et al. 1998 a,b). 


By whatever means clinical supervision is distinguished and detached 
from formal managerial assessment procedures, this element of monitor- 
ing will be present and both practitioner and supervisor will need to 
recognise the tension between the restorative and the normative tasks. In 
training, most supervisors and supervisees find it difficult to develop the 
ability to manage this tension skilfully and with integrity within a single 
role relationship. 


Role flexibility 


Each task carries attendant informal roles, which will be reciprocal for practi- 
tioner and supervisor. It can be helpful for both to recognise this, because it 
allows them to ‘play’ at relating flexibly and appropriately to the task they are 
engaged in at any one time. 

Figure 3.1 suggests a number of complementary roles, and we have already 
seen that aspects of the ‘preceptor—initiate’ and the ‘mentor—evolving practi- 
tioner? dialogue may also find a place in supervision (Morton-Cooper and 
Palmer, 2000). 

However, the overall role responsibilities are those of supervisor and super- 
visee (or practitioner-in-supervision) as laid out, or negotiated, in the working 
agreement for the supervision. Any ‘settling down’ into a single set of roles 
(for instance, taking only restorative roles or falling regularly into a teacher— 
learner dyad) will not be fulfilling the working agreement. 


Attitudes 


So far we have looked at what clinical supervision is, and should (or could) 
be, according to the supervision alliance model. The next part of the model 
suggests what attitudes and skills are necessary, for both participants, in order 
to create effective working agreements and relationships, and in order to ‘do’ 
good supervision. 
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Attitudes are the outward expression of what we value and understand — we 
‘take an attitude’ of approval to some things and disapproval to others. 
We engage in tasks with certain attitudes towards them, based on the values 
we consciously or unawarely espouse, and also on the understanding we have 
about them. If, as practitioner ‘sent’ to supervision, I understand clinical 
supervision to be an occasion for being judged and found wanting, and I value 
‘keeping face’, I will have an attitude of wariness and possibly of appease- 
ment or protective aggression. If, as supervisor, I understand my role to 
require my being at all times more expert than the practitioner who is my 
supervisee, and I value performing perfectly, my attitude will demonstrate 
this. 

A supervisor who uses this model needs to understand the underlying values 
of working in alliance (as opposed to hierarchically) and be prepared, at least, 
to test these values out in his attitude to the task. For instance, he needs to 
believe that ‘agreements’ are co-operative, and act on that. He has to assume 
that the practitioner he is ‘supervising’ has good will to her work, at least 
until he has clear evidence to the contrary. He has to understand that clarity of 
roles and responsibilities is a safeguard against oppressive supervisor (or 
supervisee) behaviour. He has to ‘act in’ to the understanding that this is a 
human relationship between two (or more) adult practitioners, rather than, say, 
a pedagogic relationship between master and pupil. A human relationship 
implies that either party may feel, and be, vulnerable within the relationship 
from time to time, so attitudes towards vulnerability need to be accepting and 
helpful, for the well-being of both participants and for the furtherance of the 
task of supervision. 

The practitioner coming for supervision, in turn, has to develop certain 
attitudes to the task if she is to make good use of her opportunity for 
reflection and learning. These attitudes may be unfamiliar and ‘counter- 
cultural’. (Hopefully this will not be the case, but especially for older 
practitioners, it may be more usual; and indeed more comfortable, to be 
reactive and compliant rather than proactive.) The title ‘supervisor’ has strong 
hierarchical connotations. A practitioner new to this kind of clinical supervi- 
sion may have well-founded distrust of being apparently trusted and valued as 
an equal contributor. The first initiation in clinical supervision will be crucial 
in allowing practitioners to get a feel for the potential of this unfamiliar 
process. 


Interpersonal communication and reflective skill 


These are examples of implications of the model’s values for appropriate atti- 
tudes. But even if supervisor and supervisee identify with those values and 
have a similar understanding of the tasks they are engaged in, their lack of 
skill in communicating in this rather unusual interpersonal arena may still 
defeat their intentions. ‘Attitudes’ are what the ‘receiver’ sees, hears and 
imagines, not necessarily what the protagonist intends or imagines. So the 
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final strand to this model is the spelling out of the micro skills which the 
supervisor and practitioner need to have at their disposal if they are to do ‘this 
supervision alliance stuff? well. 


Within the overall tasks, there are specific jobs which need to be done (see 


Table 3.2). These differ for both parties, and each needs the skills which go 
with his or her job. For the supervisor, there are the jobs and skills of: 


climate building, through setting up a physical environment which is wel- 
coming, inviting information, listening without prior judgement or preju- 
dice, checking what has been heard, sharing appropriate information, 
gauging the degree of appropriate formality/informality for this practi- 
tioner, licensing lightness and humour; 

clarifying and negotiating the contract and working agreement, through 
the key skills of clear purpose stating (the ‘we/you must ...’s) and prefer- 
ence stating (the ‘you/we may...’s) as well as listening, clarifying, and 
checking shared understanding; 

furthering the supervision process (This, of course, is the meat of supervi- 
sion for which the clarifying and negotiating of alliance and relationship 
creates the culture. Skills for ‘doing supervision’ are what participants are 
expecting to be taught when they come on supervision trainings. A 
summary of suggested micro skills underpinning the actual supervision 
work is given in Table 3.2); 

challenging in an authoritative (as opposed to authoritarian) manner; 
giving and receiving feedback — both evaluative and non-evaluative; 
acknowledging and respecting feelings and experiences (both within the 
‘story’ and within the supervision relationship): for instance, distress, vul- 
nerability, confusion, anger, shame, guilt, remorse; 

co-managing agreements within boundaries — time management, reviews, 
administrative responsibilities. 


For the supervisee, there are also jobs and accompanying skills to be devel- 
oped. Consisting of reflective skills, as well as skill in communicating, these 
include: 


preparing for supervision, including log-keeping; identifying puzzling, 
interesting or upsetting experiences which could benefit from reflection; 
setting priorities; 

presenting issues in a way that makes them accessible and lively to 
herself and to her supervisor and is economical of time (especially in a 
group); 

setting and monitoring learning aims; 

increasingly being open to the supervisor’s perspectives, and being able to 
discriminate what is useful; 

being open to feedback, and learning to identify if it is useful, and if 
necessary, to ask for no more at the moment; 
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e giving feedback to the supervisor, both spontaneously at the time when 
some response is helpful or confusing; and in a more considered way, at 
reviews. 


The range and flexibility of communication asked for by this model is quite 
formidable when spelt out in this way. Either or both parties may already 
be skilled in this sort of relationship and process and everyone will have a 
range of transferable assets. However, in such a time-limited situation, which 
by its nature needs to ‘feel’ unhurried and to offer space for reflection, acquir- 
ing unselfconscious competence takes time, attention and openness to feed- 
back. 


Table 3.2 Supervision skills for helping practitioners reflect, learn and change 


(This framework for the Helping Process is adapted from the work of Gerard Egan 
(1994). It is based on the systematic processes of Exploration, Deeper Understanding, 
Action — usually though not necessarily in that order. It is a useful compilation of 
helping skills derived from a wide range of sources which can be used flexibly. There 
are other frameworks e.g. the six-category intervention model (Heron, 1990) which can 
be used in its place within the wider model.) 


Exploration 


Listening empathically; 

Reflecting back what has been heard about the experience being described, in its sub- 
jective and its objective aspects; 

Clarifying, paraphrasing and summarising what has been heard. 


Deeper Understanding 


Enabling the story teller to focus in a way that makes for increased understanding 
Exploring and developing the story through, for instance: 

open-ended questioning; 

awareness-raising enquiry — thinking, feeling, sensation, imagining etc.; 

deeper level empathy — testing hunches; 

making connections; 

offering alternative perspectives; 

informing; 

challenging; 

confronting. 


Action 


Enabling appropriate action through, for instance: 
envisaging outcomes; 
exploring options; 
cost benefit analysis; 
rehearsing; 
considering unintended consequences; 
goal setting; 
action planning. 
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Self-awareness 


Skilful and flexible communication relies on increased self-awareness. This 
applies particularly for the supervisor, who has responsibility for more of the 
supervision jobs and necessarily takes the lead in setting the working culture. 
If this kind of working alliance is a new experience and the supervisor has not 
had the benefit of receiving clinical supervision of that nature, the requirement 
to become self-aware can be experienced as invasive. This has implications 
for training in the role. 


The training process 


Training is a slightly misleading word. The task is ‘to assist practitioners to 
use the reflective opportunity of clinical supervision’ or ‘to assist the forma- 
tion of clinical supervisors’. It is not ‘about’ supervision, but about learning 
‘how to do it well’. Participants usually come with the expectation that they 
will be taught ‘how to do it’. But clinical supervision is a process which has 
no set procedures or regimen like many practical disciplines. It depends for 
its success on the attitudes, qualities and interpersonal skill of the participants. 

The same could be said of those offering supervision ‘training’. How educa- 
tors assist participants to develop supervision skill, in usually very limited 
time, will depend on the particular skill, experience and qualities that they 
bring and the resources and experience that course participants bring. 

The guidelines and methods offered here are those which I and my collea- 
gues use and adapt for differing course formats and participants. Table 3.3 
outlines those guidelines and methods. 


The training experience 


Excellent working alliances between more and less experienced workers are 
still relatively rare in work settings that are systematically hierarchical. This is 
not because workers and managers, or other senior colleagues, are inherently 
incapable of working co-operatively. Rather, the culture trains us in role beha- 
viour which is appropriate to hierarchy, and can appear to punish us if we 
experiment with more co-operative relating. If clinical supervision is to be 
welcomed rather than mistrusted, these residual attitudes have to be counter- 
acted. 

I have come to believe that if people have not experienced good co-oper- 
ative working relationships, they do not know what they are missing. They 
can be told about them but it is only when they experience them that the 
penny drops. ‘Now I understand what you are talking about.’ Many people 
then become quite euphoric, realising that they have always known they were 
missing something in their lives, but not knowing what it was. Others, of 
course, are much more cynical, and some continue to prefer hierarchical 
relating. 
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Table 3.3 Guidelines and methods for facilitating the development of supervisors and 
practitioner/supervisees. 


We seek to: 


e Offer a training experience which consciously models co-operative working on 
tasks, values, attitudes and skills. 


e Make careful working agreements for the course and respect them; and spend time 
on creating a culture of participation, safety and challenge. 


e Offer opportunities for progressive development that is, first offer participants good 
clinical supervision (or audio/video taped examples) and encourage them to prac- 
tise attitudes and skills for using supervision well; subsequently offer opportunities 
for developing the abilities for supervising. 


e For those who necessarily start at ‘supervisor’ level, we still begin with the skills 
for using supervision. 


e Encourage preparation through open learning materials. These include: 
simple and graphic theoretical frameworks; 
audio or video examples of the process and skills of supervision — acting as a 
‘trailer’ for the subsequent course; 
simple and inviting self-awareness exercises which can help participants realise 
that they will be expected to develop self-awareness and self-management. 


e Offer opportunities to learn by experience and by doing, so courses even one day 
courses — will include: 
experiential exercises, to help people know from ‘inside’ what the theory is 
‘talking about’; attitude and skills-modelling, and practice with feedback. 


e Skills modelling allows for people to ‘see for themselves’ what is being talked about: 
practising with feedback in a safe-enough setting develops skill and self-awareness. 


So I conclude that the experience of the supervision course will be the 
major learning medium. Carl Rogers posited ‘...to the extent I can create a 
relationship characterized on my part by a genuineness and transparency ... 
by a warm acceptance and prizing of the other person ... and by a sensitive 
ability to see his world and himself as he sees them, then (the student) will 
experience ... find ... become ... be more self-directing ... be more under- 
standing ... be able to cope ...? (Rogers, 1952). 

I convert these words to: 

‘To the extent that I can convey respect for each person in his or her social 
and cultural contexts; an intention for empathic understanding; a climate 
which is comfortable for the person — or group as a whole (warmth is not 
always the most appreciated attitude, initially); personal and professional 
authenticity; and I further add, clarity of intention: to that extent the partici- 
pants will be enabled to become engaged allies in learning.’ 


Careful working agreements 


As in supervision, safety is created by clear and open statements of set para- 
meters and honest negotiation of what is negotiable. Overall course aims, 
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content and any assessment methods and criteria, the extent of the staff 
members’ responsibility and the members’ responsibilities for their own 
learning, and the limits of staff confidentiality, can be stated ahead of time. 
This is the direct equivalent of the clinical supervision contract. 

The working agreement is paralleled by inviting participants, in pairs or 
small groups, to share and then write up the kinds of ground rules they would 
like in order to make this a learning forum which would be both safe and risk- 
taking enough for them. Special needs are identified, and participants told that 
they will be invited to join in experiential exercises. They are also told that 
they can choose not to join in these and this will be honoured. They will be 
offered alternative ‘observer’ tasks, which again they have choice about 
taking. Time is given to set and share their own personal learning aims for the 
course. (They may have been asked to do this prior to the course. If time is 
very short, this helps but participants seem to value the chance to do it with a 
partner and group even if they have done it earlier.) These aims may be 
shared publicly on flip chart, or shared only with a partner or small group. 
Either way, time is allowed for re-visiting the aims along the way and at the 
end of the course. 

As with the clinical supervision alliance, this process serves a practical 
purpose while it also allows the rapid building of a culture and relationship 
suitable for this group to work well. 


Progressive development 


Learning about using supervision is always the first step in becoming a super- 
visor within the supervision alliance model. We have found that informed and 
skilled supervisees can work well even if their supervisor is new to the role or 
feels less than expert. Moreover, supervisors who have experienced good 
supervision have already done much of the crucial learning they need in order 
to offer fruitful working alliances (Cutcliffe and Proctor, 1998a,b). They will 
be more sensitive to the vulnerability of the supervisee role and at the same 
time have learned to value sensitive challenge from the receiving end. They 
are both less intimidating and also less intimidatable. 


Open learning materials 


Table 3.4 shows the content of open learning materials created and produced 
for counsellors (Inskipp and Proctor, 1993, 1995). Part 1 is a resource for 
supervisees and Part 2 builds on that for supervisors. They consist of short 
blocks of information; self-management, self-awareness and practice exer- 
cises; and extensive audio taped illustrations and discussions. Before that, we 
created audiotape resources for people in helping professions in which the 
tapes were the main medium and were accompanied by a very brief 
workbook. Initially, I also made a videotape of two interviews — the first fea- 
turing the process of creating a working agreement in which supervisor and 
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Table 3.4 Outline of open learning materials 


Part 1. Making the Most of Supervision 
UNIT 1. SUPERVISION 


Tasks and purposes, roles, supervisee responsibilities, contexts, arrangements 
UNIT 2. YOU AS A DEVELOPING COUNSELLOR 
Stage of development, theories and assumptions, as adult learner, interactive style, 


n 


taying sane and competent 

JNIT 3. THE WORKING ALLIANCE 

hoosing a supervisor, creating a working agreement 

JNIT 4. MAKING THE MOST OF THE SESSION 

elf-monitoring reflections, preparing and presenting, session process and content 
JNIT 5. REVIEWING 

Review and evaluation, changing supervisors, where now? 


eaters: 


Cn 


Part 2. Becoming a Supervisor 

UNIT 1. PREPARING FOR DEVELOPMENT: EVALUATING AS A SUPERVISOR 
Where are you now as a supervisor 

Who are you as a supervisor 

Ways of getting started 


UNIT 2. MEETING THE SUPERVISEE 
The wider context 

The particular context 

The working alliance 

The working agreement 


UNIT 3. THE SUPERVISION SESSION 

The management of the session 

Supervising a piece of work 

Guardianship of the working agreement and alliance 


UNIT 4. GROUP SUPERVISION 
Models of group supervision 
Tasks and skills 

Managing a supervision group 
Case studies 


UNIT 5. MONITORING, ASSESSING AND REVIEWING 
Professional accountability 

Evaluation and assessment 

Reviewing 

Self-evaluation as a supervisor 


UNIT 6. 'THE BUBBLES? 

Developmental stages 

Working in contexts: organisations, training, volunteers 
Working cross culturally and with differences 
Unconscious processes and parallel process 
Creativity and supervision 

Use and abuse of power 

Ethical and legal issues 

Models of group processes 

Making and keeping records 

Audio-visual aids 
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Box 3.1: Experiential portrayal of the supervision alliance model 


Having made name cards for all the characters and words in the picture (see 
Figure 3.1) we invite participants in turn to take a card, starting with ‘the 
patient’ (or client), and to take up a position in the centre of the room. Moving 
through supervisor, professional manager, Trust manager, GNC, to positions 
representing ‘the working alliance’, ‘the contract’, normative, formative and 
restorative tasks — and so on (depending on available numbers, of course) until 
all who choose to join in have a position. When all are in their chosen places 
each speaks for that role and reflects on what he or she realises when standing in 
that position. The exercise sounds complicated, but in practice is simple to set 
up. 

It is invariably surprising, enlightening and humbling to hear the various 
insights. 


practitioner explore the differences between managerial and clinical (or con- 
sultative) supervision and the second a supervision session based on that 
agreement. This was accompanied by a written commentary and suggested 
workshop formats. 

There is already good material, for instance, on log keeping, which is neces- 
sary as a preparation for supervision (Morton-Cooper and Palmer, 2000) and 
there will be other relevant material which would be transferable. 


Experiential and creative exercises 


Creative exercises are those that invite participants to engage more of their 
senses than ‘just words’. (For further information see the Group Supervision 
references guoted earlier.) The object is to help people have access to what 
they know, but do not usually ‘count’. So, for instance, we often ask partici- 
pants to create the supervision alliance model (as depicted in Box 3.1) as a 
kind of sociogram. The method is described in Box 3.2. 

Box 3.3 gives a cartoon illustration of certain ‘ways of being’ that a super- 
visor needs to adopt for the different tasks and jobs she has to do within 
supervision. The verbal information explains the cartoons. (We now use the 
words ‘active leadership, assertion and following’ because the words ‘pro- 
active aggression, assertion and compliance’ which we originally ‘borrowed’ 
from Gilmore and Fraleigh (1980) proved confusing.) 

In one exercise, we ask pairs to stand up and in turn practise miming 
each of those ways of being in relation to their partner. In very few minutes, 
participants learn what they find easy and what difficult or impossible — taking 
a clear lead, standing their ground and holding the line, or trusting a super- 
visee’s initiative. (Such exercises require as much time to de-role and reflect 
on as they do to perform.) 
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Box 3.2: Experiential and creative activities 
Exploring resources 


Mull over your network of colleagues, friends, family, supervisor, other profes- 
sionals, etc., and identify and write down who or what could meet the needs 
listed. 


Sharing your work in confidence. 

Getting feedback/guidance. 

Developing professional skills, ideas, information. 

Letting off steam if you are angry, discouraged, fed-up. 
Acknowledging feelings of distress, pleasure, failure, etc. 
Feeling valued by those you count as colleagues. 
Widening your horizons. 

Increasing your physical, emotional or spiritual wellbeing. 


0 JAN pf UD — 


Which needs do you consider well enough met at the moment? 
Which of them are, or might appropriately be, met in supervision? 
Which need some topping up? 

How might you do this? 

Which are not at all well met? 

How might you meet them within your available resources? 

Have you other professional needs? 


(These guestions can also be used in a kind of musical guestions exercise to 
break the ice near the start of a course. Participants mill around and when the 
music stops, speak about one of the guestions with their nearest neighbour for 
half a minute. Then the music starts again and at the next stop, the next guestion 
is discussed. It invariably produces guite a buzz.) 


Adapted from Inskipp and Proctor (1995) 


Attitude and skills practice with feedback 


That exercise is an example of practising attitudes. Since one of the most 
difficult learnings for beginning supervisors seems to be managing formative, 
restorative and normative tasks within the same alliance and relationship, 
recognising what it takes, behaviourally and emotionally, to challenge authori- 
tatively while remaining respectful and empathic is a first step. Developing 
verbal range and accuracy for communicating differing intentions follows 
from that. Instant feedback, about the impact on the receiver of the way 
chosen, or better still, on oneself when hearing or seeing video or audio 
recordings — is invaluable. 

Participants who are learning to be supervisors need to have seen and heard 
a variety of supervisory interventions which illustrate specific micro-skills — 
either on the course or in pre-course materials. When they recognise what is 
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Box 3.3: Ways of being 
Active Leadership, Assertion, Following 


Active leadership Assertion Following 


These cartoons illustrate three different ‘ways of being’ (‘proactive behaviours’ 
in a different jargon) which supervisors need to be able to call on. At points in 
the relationship, there will be choices — ‘which is my best way of being to fulfil 
our present objectives?’ 

In active leadership there is a conscious and intentional will to lead, influ- 
ence, take charge — in teaching, to alter the furniture in another’s mind. This will 
be essential in initiating the working agreement and at times during the doing of 
the supervision work. 

In assertion the intention is to hold firmly to rights and responsibilities — 
one’s own and others’. The assertive supervisor will hold to agreements and 
boundaries despite subtle or obvious pressure from practitioner/supervisee (or, 
indeed, manager), but will leave initiative in the hands of the supervisee, like a 
dam to her stream. 

Following entails trusting where the supervisee/practitioner chooses to go — 
trusting being possible because of the knowledge that it is possible to switch to 
assertion or, if necessary, leadership if agreed objectives are being lost sight of. 


Adapted from Inskipp and Proctor (1995) 


expected, they can go on to find ways of using those interventions in their own 
style and manner. 

Feedback skills are some of the first that need modelling and playing with. 
Giving and receiving feedback and ground rules for making feedback useful — 
are essential for both supervisee and supervisor in the working alliance and 
they are also a requisite for fruitful skills learning on the course. 


Doing supervision 


To enable participants to develop their version of a helping process in supervi- 
sion, we set up structured exercises for practising particular responses (as on 
most counselling skills courses). Since ‘supervising’ puts pressures on the 
supervisor to find solutions, we focus on reminding people about the skills of 
reflecting, paraphrasing and summarising what is being talked about, the 
exploration phase, before moving into focusing and action. It is this that 
encourages the practitioner to ‘hear’ what she is saying and begin to ponder 
and reflect. 
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Focusing 


We have developed ways of thinking about and practising a variety of focus 
points to aid deeper understanding in the supervision process. These are based 
on the process model of Hawkins and Shohet (1989). However, I believe that 
a framework for focusing in settings in which practitioners are not solely, or 
predominantly, concerned with interpersonal issues needs to be developed. For 
instance, at any particular time, would it be helpful to focus on the practical 
aspects of a situation, on issues of responsibility, on interpersonal dilemmas, 
on the practitioner’s feelings or thinking at the time, or on the ‘buttons’ which 
the issue had pressed for her? Or some other aspect of the situation? Without 
an awareness of the range of possible foci, supervisors tend to become routine 
in the areas they focus on or the factors or perspectives they ignore. 

Having noticed the range of possible foci, it is also important to raise 
awareness about how focus is determined. Experienced counsellors, when 
developing as supervisors, tend to feel it is their responsibility to identify and 
pick a focus for the supervisee. However, the alliance model entails reminding 
them that this need not — often should not — be the case. Needs will differ 
with the developmental stage of the practitioner, but increasingly supervisees 
should be able to respond to an offer of choice of focus points, and often 
themselves determine where the appropriate focus lies. If, in training to use 
supervision, a framework of possible foci is given to them (or they are encour- 
aged to create their own), they will quickly become more self-directing. (Of 
course, since this is an alliance, the supervisor does not give away his right 
and responsibility to challenge or offer a differing perspective, within their 
working agreement.) 


Action 


Skills for encouraging action planning can also be taught specifically before 
being incorporated in supervision practice. 


Practising ‘doing supervision’ 


To enable participants to juggle with the responsibilities of setting up working 
agreements, ‘doing supervision’, monitoring learning aims and reviewing, we 
encourage practice ‘for real’ with a partner or in threes (which allows for an 
observer/commentator). Where time is limited, live peer practice between 
course sessions can be taped and used for identifying particular skills or 
tracking the course of a specific piece of supervision work. The tape can also 
include feedback and comments from the supervisee and observer, if there is 
one. 


The learning cycle 


Box 3.4 is a reminder that all practical learning results in change. 
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Box 3.4 
A Learning Cycle 


With each new skill the cycle 2a from -; 


unconscious incompetence a Es N unconscious competence 


self-conscious incompetence to —— self-conscious L to 


Each new enterprise we approach requires us to develop some new skills and to 
weld them into skill combinations which amount to new abilities. In addition, we 
may need to weld old skills into new combinations and even make some old 
favourites redundant. (For instance, while learning to ride a bike, we have to 
become used to not planting our feet on the ground.) 


The learning cycle suggests that before approaching a new enterprise we are in a 
comfortable state of unself-conscious incompetence. However, having seen others 
‘do it? — riding a bike or counselling others — we move into self-conscious 
incompetence. Choice point — to go on, and almost certainly make a fool of our- 
seslves to some degree, to choose gracefully not to proceed or to pretend (or 
rationalise) that it's not worth doing. 


Having decided to proceed, we have to learn new skills, and to experience 
feeling self-consciously incompetent. These feelings are enhanced or softened by 
the learning culture set up by our trainer or supervisor. 


With luck and good management — starting riding on the grass, allowing 
someone to hold the saddle — we come through with only minor traumas and 
eventually reach the point of conscious competence — ‘Look — no hands!’ And 
with practice we can stop thinking about it and weave in and out of the traffic — 
unconscious competence. 


Supervision is an almost infinite set of minor learning cycles. It is easy to feel as 
foolish at the start of each new cycle of learning and to discount our now uncon- 
scious abilities and wisdom. The trouble is that because interpersonal skill is so 
close to our identity and sense of self, we can feel very foolish if we get it wrong. 
So, never discount your unconscious competencies and remember, there is usually 
some pain on the road to gain, and that gain can be extraordinarily satisfying. 


Adapted from Inskipp and Proctor (1993) 


Changes that are to do with the way we are with other people can be 
uncomfortably close to the bone if they call in to question our sense of self. 
For experienced practitioners, especially, changing may mean acknowledging 
shortcomings of which they were previously unconscious. Self-conscious 
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incompetence is very painful. That is why it is so important to allow for free 
choice on a course and why time is well spent in helping people identify what 
is ‘in it for them’ in learning to become a competent supervisee or supervisor. 
This means acknowledging and accepting reluctance, incomprehension and 
resentment. 

However, like supervisors, educators and trainers are also in an advocacy 
relationship for the ‘off scene’ stake-holders — employers, professional collea- 
gues and, most particularly, patients, clients, or whatever. While accepting and 
understanding reluctance, they also have a responsibility to speak for the obli- 
gation to offer our best service. Becoming competent at offering and using 
opportunities to reflect on practice can be both personally and professionally 
rewarding. 


In summary 


This supervision alliance model spells out aspirations and tensions which will 
be inherent in non-hierarchical (or co-operative) supervision, wherever it is 
practised. The training programme outlined is extensive. It can be offered in 
progressive modules which need to be adapted for specific contexts. Experi- 
ence suggests that the learning opportunity offered is of use in many settings 
other than clinical supervision. 

For some trainers, and some participants, aspects of it might be quite alien 
and unhelpful. However, any training which results in the good use and provi- 
sion of the kind of clinical supervision advocated in this book will necessarily 
have to address, in some way, appropriate attitudes and skills, and offer frame- 
works which make clear the intentions behind the complex task of clinical 
supervision. 
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4 An alternative training 
approach in clinical 
supervision 


John R. Cutcliffe 


Editorial 


This chapter focuses on training practitioners to become supervisees rather 
than supervisors. It examines the drawbacks to training practitioners to 
become supervisiors and some of the principal problems that are facing the 
widespread introduction of clinical supervision in nursing practice. It then 
provides an argument that illustrates the advantages of training practitioners to 
become supervisees. It suggests a possible structure for this training and con- 
siders ways that it could be evaluated. 

We feel that students, trainees and learners as aspirant healthcare practi- 
tioners should be exposed to the practice and theory of clinical supervision 
early on in their training. Once such foundations are in place, they serve as 
the building blocks upon which more sophisticated and advanced supervision 
practices can be built. We also believe that early exposure to high quality 
supervision will imbue the practitioner with a desire to continue to receive 
supervision throughout his or her career. 


Current issues in clinical supervision training 


Clinical supervision continues to be one of the central nursing issues within 
the National Health Service (NHS) (Cutcliffe and Burns, 1998). The National 
Health Service Management Executive (NHS ME, 1993), the UKCC (1995) 
and the King’s Fund (1995) all advocated the implementation and use of 
clinical supervision for all practitioners. Recent literature has reiterated this 
point of view, with Bond and Holland (1998) asserting the need for all practi- 
tioners in all clinical areas to receive supervision. It is reasonable to say that 
many nursing researchers, academic nursing departments and self-governing 
(NHS) trusts have responded to this need and clinical supervision is being 
increasingly incorporated into nursing strategies within faculties, departments 
and directorates (Farrington, 1995). 

Given the continued attention that clinical supervision in nursing receives, it 
is worth examining briefly how the need for this practice originated. The 
argument for formalised support mechanisms for nurses in the form of clinical 
supervision was pioneered by Professor Tony Butterworth in the early 1990s 
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(Butterworth, 1991, 1992). Additionally, reported work from other professions 
was beginning to influence thinking in nursing (Butterworth ef al., 1996) and 
supervision models from counselling and psychotherapy were starting to be 
incorporated into nursing practice (Proctor, 1986; Hawkins and Shohet, 1989). 
Subsequent to these developments, according to Bishop (1994) the significant 
factors to emerge from the UKCC Code of Professional Conduct (1992a) and 
The Scope of Professional Practice (UKCC, 1992b) are the individual’s 
increased accountability combined with the demise of traditional support 
systems, which make clinical supervision essential. Furthermore, the findings 
of the Allitt enquiry (Clothier et al., 1994) emphasised the need for safe and 
accountable practice. Clinical supervision within nursing was then endorsed by 
the Chief Nursing Officer of the Department of Health (D of H, 1994) who 
considers it to be fundamental to safeguarding standards, the development of 
expertise and the delivery of quality care. 


Alleged benefits 


Ultimately, the central purpose of clinical supervision is improvement in client 
care and this can be regarded as the principal benefit. At the same time, it is 
also alleged that clinical supervision brings about benefits for clinicians. These 
are described in Table 4.1. 

Current attempts to research these alleged benefits centre on the three com- 
ponents suggested by Proctor (1986), these being normative (organisational, 
professional ethics and quality control), restorative (support for staff) and 
formative (education and development). Indeed initial findings from Butter- 
worth ef al.’s (1997) multi-site study, which explored several questions of 
clinical supervision, provided some evidence to suggest that receiving 
clinical supervision benefits the recipient, in particular in the realms of 
reducing emotional exhaustion and depersonalisation. Furthermore, qualitative 
and anecdotal evidence exists that suggests clinical supervision can improve 
client care (Paunonen, 1991; Booth, 1992; Timpson, 1996; Cutcliffe and 
Burns, 1998). 


Table 4.1 Alleged benefits of clinical supervision for clinicians 


e Increased feelings of support and feelings of personal well-being (Butterworth et al., 
1996). 

e Increased knowledge and awareness of possible solutions to clinical problems 
(Dudley and Butterworth, 1994). 

e Increased confidence, decreased incidence of emotional strain and burnout (Halberg 
and Norberg, 1993). 

e Higher staff morale leading to a decrease in staff sickness/absence, increased staff 
satisfaction (Butterworth ef al., 1996). 

e Increased participation in reflective practice (Hawkins and Shohet, 1989). 

e Increased self-awareness (Cutcliffe and Epling,1997). 
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The introduction of clinical supervision in practice 


As indicated above, many self governing (NHS) trusts have already begun to 
implement clinical supervision. This introduction is evidenced in the anecdotal 
accounts that proliferate in current nursing literature (Halberg and Norberg, 
1993; Barton-Wright, 1994; Coleman, 1995; Everitt et al., 1996; Fisher, 1996; 
Fowler, 1996a; 1996b; McGibbon, 1996; Morcom and Hughes, 1996; Wilkin 
et al., 1997; Wright et al., 1997). Examination of these papers indicates that 
there is no one singular method of implementation. However, it is clear that 
the one commonality all these attempts share is that any training that is 
provided is centred on equipping and enabling individuals to become supervi- 
sors not supervisees. Whilst this approach has benefits, it also has major draw- 
backs which warrant further consideration. 


The drawbacks of training nurses to be supervisors 


Clinical supervision is a specific skill. Whilst some of the interpersonal skills 
utilised in supervision may be transferable from nurse or counselling training, 
it goes far beyond basic interpersonal skills and has its own unique set of 
skills. Consequently, there is a need for specific clinical supervision training. 
Yet there is no standardised minimum quality and no widely accepted defini- 
tion of what constitutes clinical supervision training. Within Butterworth et 
al.’s (1997, p17) multi-site study it is reported that the respondent sites had 
offered a wide variety of training opportunities: 


Courses and training ranged from 6.5 days to 1 day, most commonly 
2-3 days. 


This cross-sectional view of clinical supervision training reflects the experi- 
ence of the author. His contact with self-governing (NHS) trusts, higher educa- 
tion institutions and individuals who offer clinical supervision training 
privately, indicated a wide range of practices and desired outcomes, all under 
the general heading of clinical supervision. Yet the diversity in the quality of 
the training may well have a detrimental effect on the quality of supervision 
provided. Cutcliffe (1997) argued that there is a need to examine if a correla- 
tion exists between the level or intensity of supervision training given and the 
extent of positive outcomes in terms of benefits to clients and clinicians. The 
author suggests it is not unreasonable to postulate that if a nurse receives 
insufficient or inappropriate training in supervision, then the quality of the 
supervision they provide is unlikely to be capable of producing measured 
change indicating improvement in the supervisees’ mental well-being or 
improvements in the care they provide. 

However, enabling all potential supervisors to attend quality supervision 
training presents many logistical problems. High quality training is likely 
to be relatively lengthy and expensive when compared to the other options, 
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such as in-service training. Smith (1995) reported that a director of patient 
care and nursing estimated that it would cost around £100,000 to implement 
clinical supervision based on the calculation that each nurse in her hospital 
would receive two hours of supervision per month. It is unclear whether or 
not these calculations take into account the cost of training the nurses to 
become supervisors, so this could be considered as a conservative estimate. 
Admittedly, a counter argument exists that suggests £100,000 is not really 
very much as it represents the cost of employing an NHS trust chief executive 
for a year (Smith, 1995). This problem is exacerbated if Regional Health 
Authorities do not provide additional funding to pay for the training and/or 
pay for additional nurses to ensure the wards are staffed whilst the training 
occurs. Furthermore as we operate in a climate where economics play an ever 
increasing role in determining the strategic planning of trusts, the real and rea- 
sonable position of these organisations is to say we cannot afford to release 
large numbers of staff to undertake extensive, intensive and expensive training 
courses. Especially if there is a paucity of empirical data that conclusively 
supports the assertion that clinical supervision will benefit both clients and 
staff. 


Problems with implementing clinical supervision in nursing 


In addition to the absence of a plausible economic option for trusts, the culture 
of the NHS does not yet have the infrastructure necessary for the widespread 
uptake of clinical supervision. Some of the problems relate to the limited 
understanding of clinical supervision practice. How can managers be expected 
to facilitate the equipping of nurses to the necessary extent if the nurses them- 
selves do not have this understanding? Fowler (1996a, p382) supported this 
argument, suggesting: 


Nursing and health visiting does not, as yet, have a culture of clinical 
supervision for qualified nurses ... If we have little or no experience of 
being supervised ourselves, how do we clinically supervise others? 


Smith (1995) stated that feedback from the NHSE conference on clinical 
supervision upheld this viewpoint. Conference participants argued that a 
cultural shift was necessary in order to move the clinical supervision agenda 
into the whole organisation, and that crucially, clinical supervision may be 
needed but it also has to be wanted. Bishop’s (1994b) survey of nurse’s atti- 
tudes towards clinical supervision indicated that only 0.2 per cent of the 
Nursing Times’ estimated readership responded to the questionnaire. Whilst 
workload pressure and slow circulation rates may account for some of this 
very low response rate, a distinct lack of interest in clinical supervision must 
also be considered as a reason (Bishop, 1994a). Furthermore less than half of 
this sample (46 per cent) had clinical supervision up and running. Therefore it 
is reasonable to suggest that there are many nurses who do not want clinical 
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Table 4.2 Reasons for resisting clinical supervision within nursing 


A tradition and culture that discourages the public expression of emotion. 

The perception of clinical supervision as yet another management monitoring tool. 
The perception of supervision as a form of personal therapy. 

A continuing lack of clarity regarding the purpose of supervision. 

Resistance itself is an unavoidable component of the process of change (Wilkin et 
al., 1997). 


supervision at this time. Such resistance has many reasons for its existence and 
these are described in Table 4.2. 

The author argues that when considering the resistance to clinical supervi- 
sion, there is a crucial point that needs attention, and that is the apparent con- 
tinuing lack of clarity regarding the purpose of supervision in nursing. 
Fxamination of the current literature highlights two separate perspectives on 
the purpose of clinical supervision. One view appears to conceptualise clinical 
supervision as an opportunity for more experienced nurses to monitor, educate 
and support less experienced nurses in how they do practical skills. This 
would create the need for all supervisors to be more ‘expert’ in the particular 
speciality of nursing than the supervisee. Alternatively, there is another view 
that appears to conceptualise clinical supervision as an opportunity to 
help and support nurses to reflect on their dilemmas, difficulties and suc- 
cesses, and to explore how they reacted to, solved or achieved them. This 
view posits supervision as a forum for considering the personal, interper- 
sonal and practical aspects of care so as to develop and maintain nurses 
who are skilled and reflective practitioners. This situation creates the need 
for supervisors to be effective at supporting nurses in self-monitoring, identify- 
ing difficulties in practice and finding the proper place to make good the 
deficit, not necessarily to be more expert in the particular nursing speciality. 
This pivotal difference is seldom spelled out in the nursing literature and con- 
seguently it is not surprising that a sense of confusion exists for many nurses. 
Confusion concerning the purpose appears to create a resistance, and nurses 
appear to be unsure what they are entering into. 

The author has stated previously that despite this resistance some trusts and 
educational institutions have made real progress in the implementation of 
supervision and such endeavours should be applauded. If these efforts are 
combined with systematic review and action research that produces evidence 
supporting the link between receiving supervision and improved client care/ 
positive outcomes for staff, then this resistance may begin to decline. 
However, such change will take time and may be somewhat parochial. The 
author argues that whilst such implementation should be encouraged, what is 
needed is a radical shift in the emphasis of training staff in the practice of 
clinical supervision. An alternative approach is needed, one that features 
training nurses to be supervisees, and it is this alternative approach that 
warrants further examination. 
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Alternative approaches to training 


It is interesting to note that feedback from the NHSE conference on clinical 
supervision (Smith, 1995) argued that training was necessary but that creating 
special courses should be avoided. The first point of this statement certainly 
supports the author’s argument that clinical supervision is a specific skill, yet 
the second point perhaps casts some doubt on this issue. Surely, if clinical 
supervision is a specific skill, does that not denote the need for specific 
training? However, perhaps there is an argument here for providing a standar- 
dised training, a training that could be available to all nurses. If all nurses are 
to be become familiar with the practice of clinical supervision, and if clinical 
supervision should be a part of every nurse’s career (McLoughlin, 1995) then 
there may be merit in examining how other common training requirements for 
nurses have been met. 

All qualified nurses share a commonality in that they undertake a period of 
training before qualifying. Given that there is an identified need for some 
form of training for clinical supervision and that all nurses have a common 
experience prior to becoming qualified, the logical solution to this problem 
is to incorporate clinical supervision training into pre-registration nurse 
training. However, the crucial difference of this training is that student 
nurses would be trained to be supervisees and not supervisors. This has many 
advantages, which will be discussed later. However, it also addresses the 
problems identified above, in that this form of clinical supervision training 
reduces the need for lengthy and costly post-registration clinical supervision 
training. The author is not suggesting that training student nurses to be 
supervisees removes the need for post-registration training, but a common 
foundation, used in nurse training, establishes the framework on which future 
supervision experience can be built. It sets in place, for the future, cohorts of 
new practitioners who can use supervision well, even if the supervisors were 
limited in their knowledge and application of supervision. Additionally, 
it would provide fertile foundations which act as the blocks of material 
needed for training supervisors, consequently new supervisors can build on 
their training and experience as ‘good’ supervisees rather than starting from 
scratch. 

Perhaps what this method of training would do most is change the climate 
from the bottom upwards. Whilst it does not meet the training needs of those 
nurses who are already qualified, it reduces the amount of time that future 
nurses would spend in post-registration supervision training since they would 
already possess the basic understanding and experience of clinical supervision. 
Consequently, post-registration training in clinical supervision would be 
shorter, thus saving a great deal of money. Additionally the supervisee 
training would be relatively straightforward to standardise so that each nurse 
education centre provides at least the same minimum quality of training, thus 
addressing the problem of the wide diversity evident in current supervision 
training. 
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Table 4.3 Advantages of training student nurses to be supervisees 


e The creation of greater equality and intentionality in the working alliance. 

e The increased awareness and understanding that supervision is something for the 
supervisee. 

e The sharing and agreeing of values, ground rules, terms and aims between the super- 
visee/supervisor and the organisation. 

e A sense of comradeship between peers, a greater sense of team cohesion as counter- 
action to a culture of divide and rule. 

e The development of basic intrapersonal skills (e.g. reflecting on practice, choosing 
issues, asking for and using help appropriately) in a less personally threatening 
forum. 


Training student nurses to be supervisees 


Advantages of supervisee training 


In addition to the substantial reduction in training costs, and the possible stan- 
dardisation of supervisee training, this approach brings additional advantages. 
The author lists these advantages in Table 4.3 and then discusses them in 
more detail. 


The creation of greater equality and intentionality in the working alliance 


Clinicians’ resistance to supervision includes justifiable concerns that it is 
another management monitoring tool (Wilkin et al., 1997) and consequently 
the locus of control (Rotter, 1972) remains very much with the supervisor. 
This position can be understood further when consideration of current training 
methods suggests supervisees will be entering into the supervision with little 
(if any) idea of what to expect. The current training is aimed at enlightening 
nurses on how to supervise, not on how to be a supervisee. If students are 
equipped to become supervisees, they are placed in an empowered position. 
The awareness and experience of the supervision process during their training 
could enable them to realise they are not ‘done unto’ during supervision. 
There is more equity in the distribution of power. Hawkins and Shohet (1989) 
suggested that evaluation within supervision is a two way process where both 
parties have the opportunity to give and receive open, honest, constructive 
feedback. Inskipp and Proctor (1989) argued that there is a joint responsibility 
for the supervision, and thus supervisees need to be active in seeking the right 
sort of supervision for themselves. If subsequent supervision moves away 
inadvertently from support, development, growth, and education and becomes 
custodial, punitive, or disabling, the students’ knowledge and experience of 
the process could enable them to deal with this more effectively and seek help 
in bringing the supervision back within the defined boundaries. The intention- 
ality is increased in that both supervisor and supervisee are aware of the 
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reasons for their time together. Hawkins and Shohet (1989) pointed out that 
this intentionality helps supervisees become more proactive in gaining the 
support they need. Thus the supervision becomes a shared responsibility, a 
purposeful, deliberate, conscious act of support, education and development 
aimed at facilitating client care, and ceases to be an ambiguous and amor- 
phous concept. 


The increased awareness and understanding that supervision is something for 
the supervisee 


Current introduction of clinical supervision may well be viewed by nurses as 
yet another imposition from nursing hierarchies. If supervision is seen as 
serving the organisation, not the client or the clinician, then it is understand- 
able that resistance exists. In order for this resistance to be counteracted 
nurses need to discover that clinical supervision is primarily for them and 
their clients, not something for the supervisor, and certainly not something 
primarily designed as a tool for the management of the organisation. By 
making supervisee training an integral component of nurse education, students 
would be acclimatised to the experience of supervision and encounter the 
benefits for themselves. This argument is supported by Bishop (1994a) who 
reported that 98 per cent of nurses who had previously participated in peer 
review expected to benefit from clinical supervision. There appears to be a 
phenomenon whereby the experience of receiving quality clinical supervision 
rapidly removes miscomprehensions, anxieties, and resistance. Fowler’s (1995, 
p37) study also corroborates this argument. He examined post-registration 
nursing students’ perceptions of the elements of good supervision, and 
suggested that a key finding from stage three was that: 


All students wanted to see evidence of supervisors putting themselves out 
and helping the student build on their knowledge base. 


Students who had experienced supervision felt it was for them, and wished to 
see evidence of this in the behaviour of the supervisor. Whilst the sample size 
in this study (50 students from two courses) represents only a fraction of the 
population of nursing students, it provides a valuable insight into the world of 
students. This increased awareness that exposure to supervision generates also 
addresses the issue raised in the first part of this paper, that of confusion con- 
cerning the purpose of clinical supervision and the subsequent resistance this 
confusion creates. 

Ritter et al. (1996) described a model of supervision provided to undergrad- 
uate general nursing students who undertook clinical placements on psychiatric 
wards. The model incorporates Schon’s (1987) work on reflective practice and 
coaching, whereby students are helped to identify and articulate their experi- 
ence on their own behalf and in their own way, in other words it makes 
attempts to be supervisee led. Ritter et al. (1996, p155) stated, 
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The model of clinical supervision enables students to choose to demon- 
strate their understanding by turning up to the supervision with something 
quite different from what the supervisor asked for. 


The students who became self-directed in their own supervision appear to 
have grasped that it is for them. Whilst this model appears to be a move 
towards training supervisees as it has an element of being supervisee led, it 
is still driven and guided by the supervisor. It is only when the supervisee 
has some understanding of the process and structure of the supervision that it 
becomes more completely supervisee led and consequently that supervisees 
acknowledge that supervision is for them. How much more would the 
students benefit from this supervision if they began their placement already 
eguipped with an understanding of what clinical supervision is for and what 
it is to be a supervisee. 


The sharing and agreeing of values, ground rules, terms and aims between the 
supervisee/supervisor and the organisation 


If all student nurses are provided with the same supervisee training then this 
can create a commonality in the perception of the roles and tasks of super- 
vision and how these can be distinguished from similar roles and tasks. White 
(1996) submitted that the term clinical supervision has yet to be universally 
distinguished by practitioners from preceptorship, individual performance 
review or personal therapy. He goes on to suggest that debriefing and the 
opportunity to reflect on clinical incidents was universally welcomed by the 
students in his study. Therefore whilst students may be unclear of the values, 
ground rules, and terms of supervision prior to receiving supervision, partici- 
pation in the practice of supervision produced a joint ownership. Once more, 
the value of providing students with experience of being a supervisee during 
nurse training is illustrated. Supervisee training exposes the student to the 
process of negotiating ground rules, and the need for this explicit contracting 
is identified by Proctor (1988) who stated, 


If supervision is to become and remain a co-operative experience which 
allows real rather than token accountability, a clear — even tough — 
working arrangement needs to be negotiated. 


Additionally an awareness of the aims of supervision is increased. The student 
can start to appreciate how supervision contributes to client, clinician and 
organisational need as a result of the increased self awareness that clinical 
supervision can bring (Cutcliffe and Epling, 1997). When given supervisee 
training the students can begin to appreciate their need for development and 
importantly the personal responsibility they have for their own development. 
Students can begin to see how clinical supervision affects the way they deliver 
care and conseguently, the guality of care they provide. Similarly, such 
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improvements in care will probably be part of the organisation’s philosophy 
and/or strategy and thus both student and managers can see how the aims of 
supervision also contribute to meeting organisational need. 


A sense of comradeship between peers, a greater sense of team cohesion as 
counter-action to a culture of divide and rule 


It is reasonable to suggest that traditionally nurses have been encouraged to 
contain their emotions and keep a lid on things. Many anecdotes exist of 
nurses crying in the sluice room having just dealt with yet another emotional 
traumatic interpersonal situation. Such repression can only bring about a 
sense of isolation and inadequacy. Especially if the nurse believes that her 
peers regard her as someone who cannot cope because she weeps or lets off 
steam. Faugier (1992, p27) also pointed out that nursing has a system loaded 
against the development of continued learning, fuelled by: ‘the threat of 
losing position or face before junior or untrained members of staff.’ 

For continuing learning to emerge from reflective practice, a culture of 
safety and honesty needs to be systematically developed. Supervisee training 
could begin to eradicate debilitating and restrictive attitudes. What better way 
to begin to change the culture than by introducing students to the practice 
of reflection, of being open, of being able to recognise and express the impact 
of emotionally charged experiences, all of which are encouraged within well 
set up clinical supervision? The increase in self-awareness brought about by 
participating in supervision (Faugier, 1992; Cutcliffe and Epling, 1997) 
enables trainees and nurses to realise when they need to express emotion and 
obtain support, and importantly that such processes are healthy. Furthermore 
that such processes are an integral component of each nurse’s professional 
life. It encourages them to realise that ‘mistakes’ are usually opportunities 
rather than marks of failure. The sense of a shared experience, of participat- 
ing in a common, widespread phenomenon, creates a collective sense of 
cohesion. Additionally the support experienced in supervision enables the 
nurse to think ‘I am cared for by these people, I am not on my own, I belong 
to this team.’ 


The development of basic intrapersonal skills (e.g. reflecting on practice, 
choosing issues, asking for and using help appropriately) in a less personally 
threatening forum 


Training students to be supervisees creates an environment where the student 
will need to enter into reflective practice, self-examination of learning needs, 
and practising being assertive. Yet all this can occur in a forum where there is 
no punitive presence, since the underpinning essence of supervision is support. 
Students who experience this support in supervisee training, and conceptualise 
that in order to support one needs to listen actively and empathise (Burnard, 
1989), become arguably more capable of providing support. Butterworth 
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(1992) hypothesised that students who are trained in a learning environment 
which encourages active listening, empathy and support will lead to qualified 
nurses who foster similar therapeutic exchanges between nurses and patients. 
This argument is supported by Cassedy and Cutcliffe (1998) who reasoned that 
students need to experience in counselling training the kind of empathy, genu- 
ineness and respect for their own personhood which the author wants them to 
be offering clients. This entire training ideology of nurturing qualities is 
captured by Connor (1994, p37) who stated: 


Qualities are not developed by just practising skills or writing essays. 
They develop through the sum total of the learning experience and they 
are more likely to develop if there is intentionality in the learning process 
through ongoing structural experiences of reflection, reviewing and objec- 
tive setting. 


A suggested structure of supervisee training in nurse education 


One possible structure for this training is as follows. 

Year One: Teaching would be provided on the theory of supervision. It 
would include: definitions of supervision and delineation from related concepts; 
models of supervision; a historical overview of its inception; how the processes 
of reflection and self-examination are interwoven with supervision; roles of 
supervisees/supervisors; ground rules and boundaries; the process of contract- 
ing; giving and receiving feedback; and ethical issues in supervision. 

Year Two: Following early clinical placements students would have a 
minimum of one hour per month supervision, using material they have 
recorded in their personal learning journals. The particular format of this 
supervision, (i.e. one to one, group) would be determined partly by the human 
resources available, and partly by the number of students on each course. In 
addition to the benefits of receiving the supervision, at the end of each 
module, placement or term, feedback could be given to the student on their 
use of supervision. How evident was it that the student participated in the 
roles, responsibilities and expectations of a supervisee? Have they taken 
responsibility for the actions, reflections and learnings? Did they appreciate 
their own needs for support? 

Following this the student would complete a case study which would include 
the participation in and influence of supervision. Students would need to illus- 
trate their active participation in supervision and how this influenced their 
client care and personal/professional development. This would include a 
written piece of work, but could also include audio or video taped sessions of 
their practice. 


Problems with training students to be supervisees 


This alternative approach to training is not without problems. One argument 
against the idea centres on the issue that this process will have to be experiential, 
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with students using material from their clinical practice as a source of learning 
(Schon, 1984). However, since students are at an early stage of their training, 
they may have insufficient critical incidents or clinical material to bring to the 
clinical supervision session. Clinical supervision would not be relevant until 
you have some clinical practice. Another problem might be that students at 
this early stage in nurse training are too inexperienced to have an awareness 
of what they do not know or what they need to know. Individuals would only 
gain an awareness of their deficits once they had faced clinical situations and 
found themselves lacking. There is also the issue that trained supervisees 
could produce feelings of anxiety and disempowerment in their subsequent 
supervisor. Such new practitioners will be able to use supervision well and 
will not require such highly trained supervisors. However, being faced with a 
supervisee who knows more about the process of supervision may be unner- 
ving. Supervisors may well be anxious that they are unable to deal with the 
issues the supervisee raises. 

In reply to these arguments, there is a case for first training students in the 
theory of supervision and then exposing them to the process. This is the 
same way that students are taught the theory of interpersonal communication 
skills prior to these skills being utilised in a clinical environment. Therefore 
the experiential component of this training would only commence after a 
student has been on a clinical placement. As the student accrues more experi- 
ence they will access more material that can be brought into the supervision. 
Yet the theory would already equip them with reasons why the processes 
that occur in supervision are necessary. The possible anxieties and feelings 
of disempowerment for a new supervisor are not exclusive to those indivi- 
duals providing supervision to trained supervisees. The same feelings could 
well be present for any supervisor as Hawkins and Shohet (1989, p33) 
declared: ‘Suddenly becoming, or being asked to be a supervisor can be both 
exhilarating and daunting.’ 

Additionally, if supervisors are equipped with information about the super- 
visee training, it can both inform and challenge their existing supervision 
practice. 

Another problem would be incorporating this training into an already 
cramped pre-registration nurse training curriculum. Whilst the author acknow- 
ledges this issue, he still feels the need to construct the argument for including 
training to become a supervisee at this early stage in each nurse’s training. 
The specific infra-structure of nurse training curriculums can then be debated 
widely, and the argument this paper puts forward could then be included in 
those debates. 


Evaluating supervisee training in nurse education 


Butterworth ef al. (1996) highlighted that initial attempts to evaluate super- 
vision centre on the three components suggested by Proctor (1986), these 
being normative (organisational and quality control), restorative (support for 
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staff) and formative (education and development), and they provide a format 
for this evaluation (Butterworth et al., 1997). It would be logical for evalua- 
tion of supervisee training to follow a similar format. However, the authors 
feel that evaluation in the normative category needs to be refined to ensure 
that the distinction between the supervisors’ and supervisees’ responsibility for 
overall normative development is clarified. This category needs to reflect their 
shared responsibility for learning, the internalising of professional ethics and 
standards of practice, and their shared responsibility for learning and develop- 
ing competent practice. Crucially comparisons would have to be made 
between a control group of students who receive no supervisee training and a 
group of students who do receive supervision training, measured in terms of 
Butterworth’s multi-centre study. 


Normative 


Quantitative research into this component would centre on audit data con- 
cerned with rates of student sickness/absence and student satisfaction levels. In 
particular, do students find they are more satisfied with their training if they 
have supervisee training? Qualitative data could include supervisee prepara- 
tion. Additionally, in their case study (see above) students would be required 
to cite an instance where supervision has helped them with an issue of evalu- 
ating good practice or making an ethical decision, thus addressing the shared 
normative responsibility in supervision. 


Restorative 


Quantitative research into this component would centre on measurement of 
student stress levels, coping levels questionnaires and burn-out inventories. In 
particular how supported and listened to do students feel on a course that 
provides supervisee training? How does being on a clinical placement and 
receiving supervision training compare to being on a placement that does not 
have this training, i.e. does the training make it easier for the student to meet 
other educational criteria? Qualitative data would include identifying what 
being supported and listened to felt like on a course providing supervision 
training, i.e. how does the training for supervision increase the students? confi- 
dence, well-being and creativity in a way that contributes to their meeting 
other educational and practice criteria? 


Formative 


Research into this area would centre on evaluating observed performance, 
perhaps in the form of audio tape records, video tape records, or observations 
of clinical practice. This method of evaluation has already been used on 
Thorn training courses (Gamble, 1995). This could also include the case 
study assignment which could provide qualitative evidence of the benefits of 
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receiving supervisee training. i.e. comparisons between students’ experiences 
of clinical problems and how these were addressed. In addition, in the case 
study, trainees would be expected to include particular incidences of how 
supervision had affected subsequent understanding and practice. 


Conclusion 


Clinical supervision is considered by the Chief Officer of the Department of 
Health to be fundamental to safeguarding standards, the development of exper- 
tise and the delivery of quality care and it is reasonable to say it is here to 
stay. It allegedly brings significant benefits to clients and clinicians, and recent 
research has produced both quantitative and qualitative evidence that supports 
this argument. Many trusts have already made attempts to introduce the wide- 
spread implementation of clinical supervision with most developments being 
concerned with equipping clinicians to be supervisors not supervisees. This 
presents several logistical and financial problems, and currently neither the 
infra-structure nor culture are in place throughout nursing that would facilitate 
its widespread and effective uptake. However, an alternative method of 
tackling this problem would be to include supervisee training within the CFP 
component of diploma nurse education and within the first two years of under- 
graduate nurse education. Training student nurses to be supervisees has several 
alleged advantages. These are: 


a substantial reduction in training costs and time; 

a possible standardisation of training; 

the creation of greater equality and intentionality in the working alliance; 

the increased awareness and understanding in students that supervision is 

something for them; 

e the sharing of values, ground rules, terms and aims between the super- 
visee/supervisor and the organisation; 

e a sense of comradeship between peers in a culture that is often described 
as having a sense of divide and rule, and a greater sense of team 
cohesion; 

e the development of basic intrapersonal skills (e.g. reflecting on practice, 

choosing issues, asking for and using help appropriately) in a less person- 

ally threatening forum. 


An educational model would include both theoretical and experiential com- 
ponents with the theory preceding the experience, thus addressing some of the 
arguments raised against supervisee training. Evaluation of this training would 
be carried out using a format similar to the format used by Butterworth et al. 
(1997) when they evaluated the impact of receiving supervision. Finally, the 
idea of supervisee training is supported by Butterworth (1992, p12) who 
states: ‘Introduction to a process of clinical supervision should begin in 
professional training and education, and continue thereafter as an integral part 
of professional development.’ 
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This chapter is based on the papers that were originally published in the 
British Journal of Nursing: Cutcliffe J R and Proctor B (1998) An alternative 
training approach in clinical supervision, Part One. British Journal of Nursing 
Vol.7, No.5, p280—285 and Cutcliffe J R and Proctor B (1998) An alternative 
training approach in clinical supervision, Part two. British Journal of Nursing 
Vol.7, No.6, p344—350 
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5 Clinical supervision 


Visions from the classroom 


Mike Epling and Paul Cassedy 


Editorial 


This chapter focuses on the development and delivery of a diploma level 
clinical supervision course at the University of Nottingham. It provides a brief 
background to the course, looks at methods of assessment on the course, and 
then the developmental nature of the training is emphasised. The chapter then 
uses data obtained from evaluation of the course to highlight emerging issues. 
Three key issues arising are: issues of confidentiality; theoretical orientation of 
the supervisor/supervisee; and the status of the supervisor in relation to the 
supervisee. 

Aspirant clinical supervisors (and supervisees) often state that they would 
prefer a supervisor (or to be supervised) by a practitioner who is from the 
same discipline. These preferences appear to be grounded in context that only 
another person from the same discipline would understand what it is like to 
operate in that discipline, and that this person needs to be more ‘expert’ than 
the supervisee. However, an alternative argument, supported by a growing 
body of evidence, posits that viewing the supervisor as ‘the expert’ or ‘more 
expert’ in the supervisees discipline can impede an exploratory and reflective 
style of supervision. One in which supervisee’s are helped to find their own 
answers and solutions (where they exist). We would reiterate that there is no 
one ‘perfect way’ to organise and conduct supervision. Nevertheless, we 
would encourage aspirant supervisors/supervisees to consider the cogent 
argument made in this chapter when choosing a supervisor. 


Introduction 


This chapter will concentrate on the development and delivery of a clinical 
supervision course, run by the authors at the School of Nursing within the 
University of Nottingham. An examination of data which emerged from 
experiential group-work teaching sessions in the classroom on the clinical 
supervision course will be discussed; this highlights aspects of teaching and 
learning and raises issues that learners bring to the course. The course consists 
of two modules at diploma level two, and accepts post-registration students 
from a wide and varied background. The course is accessed via the contracting 
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system through local consortia or independent funding to meet the continuing 
need for clinical supervision training. 

The course was developed in 1994. Earlier ideas were to devise a pro- 
gramme with the original intention of providing a supervision course which 
would complement a counselling course as the recognised need for supervision 
in counselling is well documented (Page and Wosket, 1994). 

However, examination of the literature (Hawkins and Shohet, 1989; Butter- 
worth and Faugier, 1992) pointed out that the concept of ‘clinical supervision’ 
clearly located supervision in the helping professions. Clinical supervision was 
no longer the exclusive activity of those primarily offering psychological inter- 
ventions. The emphasis of the course developments embraced this notion of 
clinical supervision training and education being offered to a much wider 
audience and the first intake in 1995 was the authors’ first experience of 
delivering a course, which has matured with time. The length of training in 
clinical supervision is a debatable point; this needs negotiation between pur- 
chaser and provider and raises the issue of: what are the essential components 
and elements required by the supervisee and supervisors? There is a danger 
that prospective supervisors could be offered too little training and that 
lengthy courses could be superfluous to requirements (Power, 1999). It is the 
authors’ experience that unless purchasers recognise the need for well- 
trained staff they may be offered either nothing to prepare for this role or 
minimal guidance and support. 

Some students report that they are providing supervision with no previous 
training whilst others receiving supervision comment that their supervisors 
have equally received no formal training for the role of supervisor. We have 
found that over the period of the course, these practitioners often engage in a 
critical examination of their previous experience, which results in a redefini- 
tion of the role of supervision. The two modules ‘Making the most of supervi- 
sion’ and ‘On becoming a supervisor’ are titles which were adopted from the 
work of Inskipp and Proctor (1993, 1995) as the authors considered these to 
reflect the nature and progression of the course. The first module is designed 
to enhance the knowledge and understanding of clinical supervision from a 
supervisee’s perspective on the premise that developing skills and qualities of 
the supervisee will make the unity, intention and purpose of supervision more 
therapeutic. Building on the principles of the first module, the second module 
is aimed at those practitioners who are providing or anticipate providing 
clinical supervision for others. 


Course assessment 


The assessment of the course is in two parts, which aims to reflect the general 
course content of each of the two modules. Schön (1987) called for a new way 
of assessing learning and to achieve this suggested that assessment might have 
two interrelated components: first, some assessment of the art of skilful ‘doing’ 
and second an assessment of theory underpinning this skilful doing. 
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Part one: Making the Most of Supervision, encourages a critical analytical 
review of clinical supervision in a 4000 word written assignment. Most 
students focus on the theoretical frameworks and operational/organisational 
issues of clinical supervision placing this in context of their own practice 
often examining issues such as implementing supervision and resistance to it. 
The focus of this assignment is flexible enough to meet the individual’s needs 
and concerns about clinical supervision. 

Part two: On Becoming a Supervisor is a 2000 word reflective analysis of 
the students’ video or tape recorded clinical supervision session of themselves 
in the role of a supervisor. The emphasis being that the recorded session 
provides a means for analysing the supervisory alliance, it is not an assessment 
of the performance of the actual clinical supervision session. This analysis 
encourages students to reflect on and punctuate the clinical supervision session 
utilising a framework such as Heron’s (1990) six-category intervention 
analysis for examining the interpersonal aspects of the supervisory relationship 
within the context of Proctor’s (1986) normative, formative and restorative 
framework for supervision. 


Developmental model for clinical supervision training 


Developmental models of supervision have become the mainstream of supervi- 
sion thinking; the focus of how supervisees and supervisors change and 
develop as they enter into and gain experience moving towards increased com- 
petence through a series of stages can provide reference points for the indivi- 
dual as well as the education provider. Consideration of these stages may help 
to externalise what is being experienced intuitively. There are many develop- 
mental models of supervision, mostly taken from the fields of counselling and 
psychotherapy (Russell et al., 1984). 

However, they do not appear to translate wholly to the nursing profession 
which is more diverse in its range of helping interventions. Supervision 
may be one of only a few safety nets for counsellors to explore and discuss 
their work whereas nursing has a greater variety of managerial systems 
to monitor practice. However a developmental model is still a useful aid 
for the beginning supervisor, helping to map out the processes and frame- 
works which encompass function and process of supervision. In terms of 
education this can be viewed as the themes and content of the course and 
the process of learning which are translations of the aims and learning 
outcomes at levels of competence. Most students are at the ‘beginner super- 
visee’ stage: (see Figure 5.1), learning and development model of training, 
in relation to receiving and providing supervision. They have developed 
skills through practice which are transferable, such as basic communication, 
listening and attending skills, but still need to further develop the specific 
skills of supervision to understand and facilitate reflective practice in 
others. In order to understand the purpose of supervision students need 
to critically examine various models and theoretical frameworks and the 
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qualities of interpersonal relationships, which can enhance a meaningful and 
effective supervisory alliance. 

The overall aim of the course is to support the view that clinical supervision 
is now a major issue on the nursing agenda and has enormous potential for the 
profession (Bishop, 1998), whilst also considering it to be an effective learning 
and developmental tool which all healthcare professionals can utilise to 
promote and maintain high standards of practice. By the end of the programme, 
participants will have more of an in-depth understanding of clinical supervision 
and enhanced competence to implement and practise. In order to achieve this, 
the authors have developed a training model that has four essential components 
and can be viewed as a learning cycle that is experiential (Connor, 1994). 

Whilst the programme is designed to move through the four components in 
sequence, they are however integrated and revisited within the cycle of 
learning. The student is at the heart of the model and may enter the course 
with different levels of experience. The aim of the course is to develop 
learners to a competent level, analogous to Benner’s (1984) work on Novice 
to Expert. Depending on the previous experience of the learner, certain course 
components may become more of a focus. For example some learners may 
have developed competent interpersonal skills and be providing supervision, 
but have little understanding of the theories and frameworks which may 
enhance the effectiveness of supervision (see Figure 5.1). 


Component one. Personal development and self-awareness 
Learning objectives 


Learners will be able to: 


e explore and clarify attitudes, values and beliefs for greater awareness and 
effectiveness in clinical supervision; 

develop core therapeutic qualities; 

be aware of ethical and professional issues and expectations in supervision; 
develop a personal and professional code of standards and ethics; 

facilitate reflection in self and others through active participation in super- 
vision practice groups; 

e gain confidence in appropriate self-sharing and disclosure; 

e review and ensure own clinical competence and standards. 


Component two. Knowledge, theory and frameworks 
Learning objectives 
Learners will be able to: 


e critically analyse the development of clinical supervision in nursing and 
its recommended implementation; 
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Figure 5.1 A training model for learning and development in clinical supervision 


define clinical supervision and separate from other similar activities; 
develop a working knowledge and become familiar with a core model for 
supervision: normative, formative and restorative (Proctor, 1986); 

become aware of other models for supervision and reflection (Kolb, 1984; 
Hawkins and Shohet, 1989; Johns, 1994; Faugier, 1992); 

become aware of group processes and dynamics that occur in group super- 


vision. 


Component three. Skill development and the supervision relationship 


Learning objectives 


Learners will be able to: 


e develop a climate for an effective supervisory alliance and therapeutic 


process; 
e develop skills of immediacy and the giving and receiving of feedback; 


learn, develop and apply a variety of therapeutic techniques and interven- 
tions consistent with the principles of supervision with individuals and 


groups; 
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identify personal strengths and limitations in relation to skills and inter- 
ventions; 

maintain a balance of support and challenge; 

regularly reflect upon supervision practice and experience supervision 
through active participation in supervision practice groups; 

develop confidence as both a supervisee and supervisor; 

develop the internal supervisor. 


Component four. Implementation and operational issues 


Learning objectives 


Learners will be able to: 


set up contracts for supervision in the work setting; 

be aware of the rights and responsibilities of both supervisee and super- 
visor; 

be aware of responsibilities to the organisation; 

critically analyse different modes of supervision and apply to own work 
setting, such as group, individual or peer supervision; 

consider the appropriate environment, time and frequency for effective 
supervision and apply to own work setting; 

review and evaluate the effectiveness of the supervisory alliance; 

develop an awareness of the importance of research in the field of super- 
vision. 


Developmental levels 


Beginner supervisee: 


recognises own need for personal and professional development; 
overcomes resistance to seeking out clinical supervision; 

understands the definitions and purpose of supervision; 

confident in the ability to recognise the benefits of supervision provided; 
develops reflective skills; 

is open to self-disclosure through increased self-awareness. 


Advanced supervisee/beginning supervisor: 


needs to develop the skills of encouraging reflection in others; 
recognises the need to provide support in the development of others; 
open to constructive feedback and challenges; 

develops challenging skills and immediacy; 

overcomes anxieties of being in a position of responsibility; 

is able to identify and own personal strengths and limitations. 
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Competent supervisor: 


is congruent and able to trust in self; 

recognises changes to own practice and benefits to patients and clients; 
receives and continues own supervision; 

is flexible in meeting supervisee needs; 

transfers inter/intrapersonal and professional skills of helping into the 
supervisory relationship; 

maintains, holds and organises structures and boundaries of supervision in 
groups and individually; 

is able to work more holistically, more egalitarian, less reliant on status 
differential; 

is less prescriptive and informative, more facilitative and explorative pro- 
moting growth and challenge; 

is confident to facilitate group supervision; 

is aware of parallel process, transference/counter-transference; 

is able to make accurate, reliable observations and interpretations of 
supervisee’s work. 


Proficient supervisor: 


can work creatively with group dynamics; 

is confident supervising other disciplines within the profession; 
supervision becomes a major part of clinical role; 

implements and utilises supervisory structures which impact on organisa- 
tional systems as well as individuals; 

is able to work with issues of transference and parallel process; 

has a sense of competence in own speciality and practice integrating a 
range of therapeutic skills providing clinical supervision for others; 
continues own professional development and lifelong learning; 

is aware of specific needs and agendas in relation to culture, gender and 
sexual orientation; 

is recognised and respected for role as a supervisor; 

utilises research and systematic enquiry to enhance supervision. 


Teaching process and principles 


The authors encourage students to participate in experiential learning (Kolb, 
1984) as part of the overall strategy to develop self-awareness (Cutcliffe and 
Epling, 1997). To increase participation in reflective practice as suggested by 
Hawkins and Shohet (1989) the principles of adult student centred learning 
(Rogers, 1983) underpin the learning process. 


The authors attempt to model and parallel the supervision working alliance 


in the classroom reflecting the interactional framework of the normative, 
formative and restorative functions of supervision as suggested by Proctor 
(1986). 
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It is intended that the quality of the teaching will parallel a climate of 
high support and high challenge creating an atmosphere of immediacy and 
self-disclosure (Connor, 1994) while an empathic understanding is com- 
municated (Cassedy and Cutcliffe, 1998). At every opportunity the authors 
facilitate the training in a style that would parallel the skills of running a 
clinical supervision group. Our approaches to training have been largely 
adopted and adapted from the material of Bond and Holland (1998). 
Sessions begin with a ‘settling stage’ enabling learners to feel welcomed and 
relaxed. 

Ground rules are established not only for group collaboration but also for 
maintaining boundaries. Students agree to avoid going back into the content of 
personal work during breaks and we agree to timekeeping. Settling is also 
about clarifying the aims and objectives of the session and establishing the 
order of the content; whilst there is lecture time and information giving we 
endeavour to deliver these as workshops or small group discussions to enable 
the ‘energising phase’. A variety of experiential teaching methods are 
employed to promote an atmosphere of enthusiasm, participation and creativity 
utilising group facilitation skills. 

Challenge and feedback are introduced early in the course as it is the 
authors’ belief that you need to set out your stall from the onset of how 
you intend to work and the style of learning which will ensue; this creates 
respect and understanding The longer you leave or hesitate to challenge either 
working with an individual or a group, the harder it becomes later and raises 
the anxieties of all parties concerned. We are attempting to create a live 
experience for the students, emulating a climate of effective supervision either 
as a giver or receiver as the overall aim is to establish a working alliance. 
Activities, sessions and days are ended by the ‘completing stage’ of the 
process. Here we attempt to tie up loose ends, give students an opportunity to 
debrief, clarify outcomes or set goals for themselves, reflect on issues raised 
and summarise the content. 


Developing skills in clinical supervision 


It is the authors’ experience that it is mainly recently qualified nurses that 
have developed reflective skills from the Project 2000 curricula yet most 
nurses lack the skills of facilitating reflection in others. 

Supervision practice groups are an integral part of the course, which 
provides an opportunity for students to participate in clinical supervision 
practice during the second module of the course for one and a half hours of 
the teaching day per week. Students are given the opportunity to select and 
divide themselves into small groups of threes or fours in which supervision 
will be practised. The initial process encourages members to consider the 
varied aspects of selecting a supervisor, such as orientation, expertise and 
trust to mention a few. A cosy and comfortable relationship may not be chal- 
lenging and someone from the same or different background may impact on 
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the supervisory alliance. This process parallels the possibilities of selection of 
supervisors in practice; where possible the authors would endorse the prin- 
ciple of choosing a supervisor based upon the consideration of the overall 
aims of clinical supervision. Students are encouraged to utilise either audio- 
or videotape during the sessions to provide an opportunity for further reflec- 
tive analysis of the supervisory alliance. Dreyfus and Dreyfus (1980) suggests 
that skills development should be embedded in actual clinical situations; to 
this end the learners are encouraged to bring real aspects of practice to the 
supervision practice groups. This enhances the development and practice of 
the skills of receiving and providing clinical supervision. The authors demon- 
strate live supervision with volunteers from the group in an attempt to model 
a session. This provides an opportunity for critique and feedback utilising the 
frameworks the group have explored. It is our intention to provide an 
example of the learning process which can be transferred into their practice 
groups, rather than a performance to emulate. The acquisition and develop- 
ment of skills in clinical supervision is of paramount importance and the 
authors support the notion of experiential learning, ‘getting your feet wet and 
having a go’. 

Whilst in closed groups, working on a supervision issues, other group 
members will provide observed critical feedback; the opportunity to experi- 
ence and facilitate group supervision is also possible. One of the difficulties 
in utilising this approach to learning is the student’s perception of experien- 
tial learning; the psychology of interpersonal relationships may feel alien 
and unfamiliar to some nurses depending on their previous experience and 
background. The nature of clinical supervision inevitably raises the need to 
focus on human relationships. We remind students that this is not counsel- 
ling, but it focuses on self-development with the intention to raising self- 
awareness in order to understand the supervisory alliance. Learning needs to 
feel accessible to all disciplines which is non-threatening yet is challenging, 
the gentle introduction of experiential learning early in the course encoura- 
ging student participation helps to facilitate an atmosphere whereby students 
feel more comfortable with this approach to learning. Students’ evaluations 
have consistently valued the opportunity to practise supervision and whilst 
the use of recording equipment is initially anxiety provoking, overcoming 
this is outweighed by the benefits of practice and feedback. 


Group supervision 


Whilst approaches and models for clinical supervision will vary according 
to a wide range of factors, the authors have encountered many instances of 
students reporting that it is the intention of their employers to develop clinical 
supervision in groups. Most students accessing the course are from general 
nursing backgrounds and have limited experience and/or education in group 
work approaches. Students undertaking the clinical supervision course are 
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therefore exposed to the concepts of group dynamics in order to develop a 
better understanding of group processes and to aid the critical analysis of 
the pros and cons of group supervision as suggested by Inskipp and Proctor 
(1995). 

To meet the needs of students embarking on the rather arduous task of 
group supervision, the authors have included sessions in the course which 
encompass the participation in and examination of group dynamics, pro- 
cesses and tasks. The giving and receiving of clinical supervision in groups 
is not primarily concerned with the issue of studying the dynamics of 
the group participants; however, the dynamics of being a participant 
within group supervision carries more complexity which needs to be acknow- 
ledged. 

Bond and Holland (1998) consider many of the parameters of group super- 
vision and give examples of what it is and what it is not. 

They offer a definition of group supervision as: 


Three or more people who form a fixed membership group and have 
planned, regular meetings in which each person gets the chance for an in- 
depth reflection on their own practice and on the part they as individuals 
play in the complexities and quality of that practice, facilitated in that 
reflection by the other group members. 

(Bond and Holland, 1998, p.173) 


Issues emerging from the classroom 


Data has emerged from classroom activities that were originally planned to 
focus on group work processes and dynamics in relation to clinical super- 
vision. This became a small-scale study, which highlighted several important 
factors which students brought to the course. 

What emerged and was striking was the concordant and consistent level 
of agreement across the different cohorts in relation to some of the state- 
ments ranked. The information was extracted from a seventeen-statement 
ranking order form, which was devised by the authors to reflect some of the 
issues of clinical supervision to encourage students to participate in a group 
activity. 

This information was collated over a two-year period and included six 
different cohorts with an average number of 20 students in each cohort. 

The authors suggest that the data strongly reflects the concerns and issues 
which have been discussed in previous literature on clinical supervision, parti- 
cularly in relation to: 


e issues of confidentiality in clinical supervision; 
e theoretical orientation of the supervisor and supervisee; 
o the status of the supervisor in relation to the supervisee. 
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The statements in Table 5.1 were drawn from the literature to act as a vehicle 
in which the students would be encouraged to participate in a group work 
exercise in relation to group supervision and group dynamics. The statements 
were originally in a different order and have now been included according to 
rank order of importance according to six different groups’ results. The groups 
were not aware of previous groups’ ranking. 


Table 5.1 Descriptive statistics showing the maximum/minimum scores including the 
mean and standard deviation for each ranked statement. Statements are in rank order 
(1 = most agree and 17 = least agree). 


Statement Mini- Maxi- Mean Standard Rank 


mum mum Deviation Order 
Confidentiality is assured and agreed. 1.00 2.00 1.1667 0.4082 
Members should provide support for 2.00 7.00 3.5000 1.8708 2 


one another. 


The goals of supervision are explicitly 1.00 10.00 4.1667 3.5449 3 
formulated. 


A written contract for supervision is 3.00 9.00 4.8333 2.3166 4 
completed. 

Member’s feelings should be 3.00 10.00 5.5000 2.5884 5 
considered during supervision. 

Members should challenge one 6.00 10.00 8.0000 1.2649 6 


another’s practice. 

Time is allocated for each member by 5.00 13.00 8.0000 3.5214 7 
the supervisor. 

The supervisor should direct the focus 5.00 15.00 8.0000 3.7947 8 
of the group. 

Supervisees should be allowed to 4.00 13.00 8.1667 3.1885 9 
express negative feelings. 


Supervision groups should be of closed 2.00 13.00 8.3333 4.6762 10 
membership. 


Time should be allowed to facilitate 6.00 16.00 10.3333 3.3267 11 
personal issues if they emerge. 

Fach member should have the 6.00 14.00 10.3333 3.3862 12 
opportunity to facilitate supervision. 

The supervisor should be an expert 8.00 15.00 11.5000 2.2583 13 
practitioner. 


Supervisees should be of roughly equal 10.00 16.00 13.3333 2.1602 14 
experience and status. 


Supervision notes should be maintained 12.00 17.00 14.5000 2.0736 15 
by the supervisor. 

Supervisor and supervisees should 14.00 16.00 14.8333 0.7528 16 
share the same theoretical orientation. 

The supervisor should be a manager. 16.00 17.00 16.8333 0.4082 17 
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Example of teaching and learning: group work exercise 


The group work exercise involves half of the group sitting in a circle with the 
ranking form (see Table 5.1). The task is to consider the list of statements and 
come to a consensus of opinion. These are ranked accordingly, 1 being the 
most important and 17 the least important. They are encouraged to work as a 
total group and dissuaded from voting; the importance of total group con- 
sensus is reaffirmed. The other half of the group is briefed separately in 
relation to the task of the students who will be ranking the ‘supervision state- 
ments’. This half of the group are also given a form (see Table 5.2), including 
description statements in relation to observable behaviour of individuals within 
groups. 

The observer group sits behind the students involved in the group 
ranking exercise in order to observe a student’s behaviour on the other side of 
the circle. 

The students on the outside of the circle are in effect ‘fish-bowling’ the 
students on the inner circle and making observations of an individual's 
behaviour using a behaviour analysis sheet as a guide. 

Once the inner group has completed the task of ranking the statements in 
relation to group supervision, the observer joins the observed to feed back his 
or her observations of how that particular student performed in the group. 

The exercise works on several levels: it encourages discussion on the 
principles and practice of group supervision whilst participating in group pro- 
cesses, and provides a workshop in which the students have the opportunity to 
observe group dynamics and provide feedback to colleagues. 


Confidentiality 


Confidentiality is assured and agreed ranked as the most important aspect of 
clinical supervision, perhaps reflecting the students’ possible distrust of dis- 
closing information to potential supervisors. Issues of confidentiality often 
arise in discussion with students and are of such concern that anecdotal 
reports of resistance to the uptake of supervision by potential supervisees 
may be attributed to the unclear boundaries of confidentiality and the account- 
ability of each of the participants in the supervisory relationship. The rank 


Table 5.2 Some examples taken from the behavioural observation statements 


Behaviour analysis sheet: examples of behaviour observation statements 


Group task behaviours 


e Initiating : Proposes aims, ideas, action or procedures; 
e Summarising : Pulls data together, so group may consider where it is; 
e Clarifying : Illuminates or builds upon ideas or suggestions. 
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order highlights this, as five of the six course intakes ranked this consist- 
ently as being the most important statement. Issues of confidentiality have 
been discussed by numerous authors. ‘A contract of ground-rules should be 
negotiated at the start of any supervisory relationship to protect both the 
person giving and the person receiving supervision’ (Hawkins and Shohet, 
1989). Recent literature by Cutcliffe et al. (1998) examined the need to 
develop agreed working principles in relation to ethics and the dilemmas of 
confidentiality. This has highlighted the complexities and ambiguities of the 
supervisory relationship incumbent with the accountability of the nurse’s role 
in relation to the professional bodies and the law. It is clear that confidenti- 
ality is not only of concern to the supervisees but supervisors are equally 
uncertain when it comes to the rather murky boundaries of confidentiality. 
The supervisory relationship must have a strong confidential ethic to 
encourage a trustworthy and safe environment in which nurses can discuss 
practice in an open and honest manner, which may include self-disclosure. If 
this environment is not available and the limits and boundaries of confidenti- 
ality are not fully understood within the supervisory relationship, both parties 
will be less likely to explore the more risky elements of unsafe or unpro- 
fessional practice or to disclose emotions or feelings which may place the 
supervisee in an otherwise vulnerable position. Tschudin (1992) addresses the 
ethics of confidentiality by suggesting that we ask ourselves two questions: 


e What is meant by confidentiality? 
e What is confidential material? 


By answering the first question, the answer to the second question will largely 
become apparent. Students are encouraged to discuss and engage in the initial 
stages of creating a contract for supervision as part of the clinical supervision 
practice groups. Kohner (1994) believes it is vital that the extent and limits of 
confidentiality are clarified and agreed with an understanding reached about 
what does and does not fall within the scope of clinical supervision. She 
further concludes that a contract of ground rules should be negotiated at the 
start of any supervisory relationship to protect both the person giving and the 
person receiving supervision. 

An example of a clinical supervision contract is suggested by Bond and 
Holland (1998), which embraces the concepts of confidentiality considering 
the boundaries roles and responsibilities of the supervisor and supervisee. 

This is a good starting point for students to refer to in order to develop their 
own working agreements for the supervisory relationship which we encourage 
in the initial stages of the formation of supervision practice groups. 


Theoretical orientation and status of the supervisor and supervisee 


Students ranked this statement consistently low, perhaps indicating that the 
supervisor and supervisee do not necessarily need to be from the same 
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background. The theoretical background and orientation of the supervisor 
may be particularly important specifically in relation to the formative and 
normative function of clinical supervision. However, the ability to choose an 
appropriate supervisor may not be an option for many nurses if supervision is 
structured and implemented by management. Whilst nurses undertaking the 
clinical supervision course are encouraged to be reflective and to promote 
reflection within their supervisees, many nurses report the urge and tendency 
to act as expert advisor and problem solver. This tendency seems to have a 
relationship to status and orientation; if the supervisor is of higher status or 
indeed also more experienced than the supervisee the expert advisor pattern of 
interaction seems to emerge which has been characterised by Holloway and 
Poulin (1995) as the ‘teacher—student’ function. French and Raven (1960) 
refer to this process of advising as exerting expert and legitimate power where 
the supervisor provides information, opinions and suggestions based on 
professional knowledge and skill. Communication is largely controlled by the 
supervisor thus emphasising the hierarchy of the relationship; when the super- 
visory alliance is more equally matched in perceived expert power a decreased 
amount of advising may result. 

In the authors’ experience of supervising supervisors, it has been fre- 
quently reported by supervisors that the tendency to act in the role of 
expert advisor diminishes when their own orientation and experience is 
different from that of their supervisee. Some of the supervisors have 
reported that the role of being an expert can get in the way of supervision. 
The tendency to encourage a more exploratory and reflective style of super- 
vision is almost forced by the virtue of not having a similar orientation to that 
of the supervisee. 

The supervisor may not be the expert ‘knower’ in relation to the super- 
visee's clinical speciality and to rely on the ‘teaching of rather than 
encouraging the ‘reflection on’ will continue to reinforce the status of the 
*teacher-student? roles thus reducing the supervisee’s capacity for reflection 
and problem solving. This status position may continue to develop if nurses 
are unable to let go of the notion of clinical supervision being implemented in 
a hierarchical manner. Parallels from the supervision alliance may be drawn 
from the Japanese title ‘Roshi’ (Zen teacher or master) and ‘Inka’, the term 
given by the Zen master to a disciple who has completed his training and is 
now considered qualified to guide others. Zen stresses self-inquiry and inde- 
pendence of spirit; the teacher who, instead of liberating students, makes them 
dependent upon him has surely failed both his students and his Zen. Part of 
the problem here is that people may invest the teacher with an almost divine 
aura. It is assumed that anyone in the role of Zen master must be a person of 
deep spiritual insight and compassion and that such a person can do or say no 
wrong. Such misconceptions should be rejected and the aspiring trainee would 
be wise to maintain some of his or her natural scepticism. These analogies are 
worthy of reminding us as teachers and students embarking on the journey of 
clinical supervision that clinical supervision is a developmental process 
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whereby the confidence and competence to supervise others unfolds gently 
rather than being forced or thrust upon the unwilling. 


Should the supervisor be a manager? 


This statement was consistently ranked as the least important aspect of 
clinical supervision. Nurses undertaking the course frequently report that the 
development of their clinical supervision structures has been imposed from 
the top down rather than grown organically out of practice. Whether it is the 
framework in which supervision takes place, group, individual or peer, or it 
is hierarchically structured with higher grade nurses supervising lower grade 
nurses, the discussions in many areas of clinical practice have been few or 
the options have not been considered. Many nurses have reported their 
suspicions to the authors that lip service is being paid to the implemen- 
tation of clinical supervision and particularly the implementation of 
group supervision being based on economic principles rather than 
evidence of good practice. Nurses may resist entering into a supervisory 
relationship if they perceive it to be a management led initiative and it is 
imposed upon them with little ownership of the way they may provide or 
receive clinical supervision. The course encourages a high degree of super- 
visee ownership of ‘bringing your own agenda to supervision’. The King’s 
Fund (1994) stated ‘Clinical supervision must not become yet another impo- 
sition from managers or academics.’ Skoberne (1996) suggests the ideal 
supervisor is a person who possesses the necessary professional skills and 
knowledge to fulfil the role of enabling and supporting the supervisee to 
grow into an effective practitioner in ways that are unique and meaningful 
also creating a relaxed and trustful atmosphere. As yet many managers still 
need to develop clinical supervisory skills and the evidence from course 
records would bear out that the uptake of clinical supervision training from 
those above G grade or ward managers’ level is still minimal. There needs 
to be a clear recognition and delineation of competing agendas and roles for 
managers as supervisors. 

Whilst we would not endorse managers as clinical supervisors based on 
the grounds of organisational structure alone, to exclude managers from 
developing supervisory responsibilities would be tantamount to cutting out 
experienced staff undertaking a rewarding role which is to enhance quality 
care. 


Supervision and training in the wider context 


As providers of education in clinical supervision we believe that training and 
education does make a difference and can influence practice; hopefully the 
implementation and take-up of clinical supervision increases as a result of 
undertaking the course. Our personal hopes and visions are that clinical 
supervision becomes a cornerstone of practice, organised systematically with 
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regular protected time that is valued by the participants and of value to 
patients. Overcoming resistance to the uptake of clinical supervision and con- 
verting the sceptical and non-believers perhaps sounds rather zealous, but the 
authors believe that the perceived benefits of clinical supervision is spreading. 
Those who are not involved are starting to ask themselves why not; it is 
becoming ‘wanted’ rather than ‘needed’ and the cultural acceptance of clinical 
supervision is creeping into practice. It is not yet the cultural norm but hope- 
fully rooting itself permanently to quality care. We know of examples where 
previous students have been charged with the responsibility of implementing 
clinical supervision either in directorates or in some cases across the whole of 
a large trust as a condition of undertaking the course. The results of course 
follow-up evaluations received from past students show that the course 
prepared them to both receive and provide supervision in groups and on an 
individual one to one basis. 

There are numerous reasons why the uptake of clinical supervision is still 
patchy; as course providers we are considering ways forward for the course to 
be more influential in the uptake of clinical supervision in practice. 

We are considering future assessment strategies for the course to be linked 
with evidence of receiving and/or providing clinical supervision in the practice 
setting over a period of time, which could be verified and would ensure that 
students are practising what they have learnt. Unlike other courses such as 
communication or counselling skills training which have many transferable 
skills, learners can possibly see that they are utilising these, or parts of it, in a 
variety of settings. 

In respect to clinical supervision, it is different, it needs to be implemented 
fully; you are either doing it or not. Students will know that they are not pro- 
viding supervision if they are providing ad hoc support to colleagues without 
due respect to the aims, function and purpose of clinical supervision. Similarly 
they will fully understand that what they are receiving, is or is not clinical 
supervision, and should be able to help the uninformed supervisor to redefine 
the nature of supervision. 

The possibility of a database including ‘willing supervisor’ profiles could 
offer choice and opportunity for those wishing to receive supervision. We 
could see that educational providers could have a role to play in this process 
and that the continuing development of supervisor competence could perhaps 
be monitored by the development of supervisor registers in conjunction with 
participating purchasers. This could encourage networking within directorates 
or trusts and possibly across them. As clinical supervision becomes implemen- 
ted more widely, some supervisors may have responsibility for the supervision 
of numerous staff. This raises the question of supervisors not only receiving 
clinical supervision for their clinical practice but receiving supervision for 
their role as supervisors. The educational needs of those ‘supervising the 
supervisors’ is possibly as yet an unmet demand, bearing in mind that there 
may be future need for the possibility of requiring more than one supervisor 
for the complexity of the care provided. 
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For example healthcare staff may be offering counselling as a major part of 
their delivery of care in specialities where counselling is not the core 
business. The specialist midwife who provides counselling for complicated 
ante-natal care, or the nurse therapist who provides group therapy, may need 
more than one supervisor to support the specialist role as well as mainstream 
care. 

The UKCC (1996) has clearly stated that it wants to see a component of 
pre- and post-registration training dedicated to preparing practitioners to 
receive clinical supervision. However little guidance has been given with 
regard to the prerequisite level or the kind of training necessary to provide 
effective clinical supervision. Wright (1992) compared the supervisory role of 
nursing to that of a consultant in medicine and suggested that a supervising 
nurse would not only need to have advanced standing as a practitioner but 
would need to be educated at least to master’s degree level. Whilst the 
authors recognise that practising supervisors should meet a minimum 
prerequisite for supervising others we would argue that Wright’s sugges- 
tion of a master’s degree level of education would presently preclude 
many potentially ‘good enough’ supervisors from undertaking this role. 

There is much debate about clinical supervision training and education, 
mostly regarding when, for how long and where it should take place, be it in 
preregistration, post-registration, ‘in-house’, or whether it is offered at 
diploma, first degree or master’s level. We would suggest that these issues are 
primarily a reflection of the developments and changes which are taking place 
both in practice and nurse education, and will change again over time. 

It would seem wise to have the foresight to prepare nurses at a pre-registra- 
tion level to be effective supervisees with the capacity for reflective practice, 
and it makes sense for trusts to provide in-house training for staff who are 
unprepared for taking on the role of supervising others. As course providers 
we are currently experiencing a very mixed picture of staff accessing our 
course: some are receiving and providing supervision, yet many more have 
heard clinical supervision but have never experienced it or previously 
reviewed relevant literature. Currently the course is providing education and 
training primarily for those who are at the ‘beginning stage’ (see Figure 5.1), 
as supervisees who will most likely become supervisors once they have com- 
pleted the course developing as competent supervisors. 

Some may become ‘proficient’ but it is our belief that this happens over a 
longer period of time with increased experience and responsibility for super- 
vising others. It is a maturation process that cannot be taught within the 
confines of a curriculum which sets out to meet the more immediate needs of 
preparing practitioners to embark on something for which they have little 
previous experience. Courses aimed at developing ‘proficient supervisors’ 
may be required for some or it may be a future need as competent supervi- 
sors increasingly take on the role of supervising others. Many authors have 
commented on the need to be first an expert practitioner, and second with a 
‘good enough’ experience of clinical supervision oneself (Hawkins and 
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Shohet, 1989; Sharpe, 1995; Carroll, 1996). The need to be an expert practi- 
tioner prior to undertaking the role of supervising others is considered later 
when discussing theoretical orientation and status of the supervisor. 

As providers of a course in clinical supervision the authors would suggest 
that the complexities of the supervisory relationship demand the need for 
designated training for supervisors and that previous experience of supervision 
itself is not sufficient to prepare for this role. 

Presently the current climate of training and education in clinical super- 
vision is diverse. It is always contentious and perhaps rather arbitrary to put a 
figure on how many days or hours should be spent on training, as the quality 
of the training will have as much bearing on the outcome as the length. 
Whilst we have not undertaken a full scale study of these two correlates, the 
course we provide is continually evaluated by the students which presently 
indicates that we are meeting current needs. There is always room for growth, 
change and developments and the course should mature in tandem with the 
complexities of changes in practice. 


Conclusion 


There is presently a need for courses on clinical supervision to feature both 
within pre-registration and specialist post-registration curricula in a much 
more robust manner. This requires an investment of time and the skilled 
facilitation of learning which embraces experiential methods providing the 
opportunity to practise, and not as isolated didactic lectures within an already 
crowded and competing timetable. The reflective practitioner has become 
synonymous with clinical supervision. Schön (1987) called for ‘practice-led’ 
curricula to enable a more reflective approach to practice. We would support 
the concept of learning by ‘doing’ and analysing that ‘doing’. This approach 
to learning facilitates the development and improvement of the skills of super- 
vision through observed critical feedback combined with self-evaluation. 

This chapter has outlined the authors’ learning and developmental model of 
training which has been built upon our visions generated from the classroom 
as well as our personal experiences of providing and receiving clinical super- 
vision. The curriculum has matured and grown in tandem with consideration 
of the learners’ perceptions, evaluation and feedback encompassing practice 
issues as they change and develop. We believe it is essential that supervisors 
use a developmental model to make reference to the process and stages of 
learning. We believe this also applies to ourselves as course facilitators, to 
map our personal skills, development and course curricula in an ongoing way. 
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6 Developmental transitions 
towards effective educational 
preparation for clinical 
supervision 


Mick Rafferty and Mick Coleman 


Editorial 


This chapter focuses on the development of a diploma-level clinical super- 
vision module at the University of Wales, Swansea. It provides a background 
to the course, identifies the experiential learning components and the theoreti- 
cal components, and looks at links with additional institutional developments, 
designed to expand and forward the uptake and practice of supervision. The 
chapter then includes reflections on the experience of educational develop- 
ments in clinical supervision and uses metaphors to illustrate these reflections. 
The chapter also points out that despite undertaking training, not all trained 
supervisors take on the role of supervisor when they return to their practice 
setting. The chapter also serves as a logical precursor to the next section of 
the book. 

We believe that this chapter draws attention to a particular issue in the 
training or preparation of supervisors, namely that even though clinical super- 
vision has been described as a career-long activity, most current training or 
preparation appears to be a ‘one stop’ or ‘one off occurrence. We would 
support the point raised by the authors and would add that career long ‘top 
up’ courses or training days need to be designed, funded and provided to prac- 
titioners as a matter of urgency. We acknowledge that some ongoing develop- 
ment of one’s supervision skills can (and does) occur as a result of receiving 
supervision. However, there is a case for additional, career-long training. 
Attendance at such training might then be linked to inclusion on a register of 
supervisors (see Chapter 14). 


Introduction 


The School of Health Science in the University of Wales, Swansea, came into 
being in 1992 through the amalgamation of three existing Colleges of Nursing 
and Midwifery. In the original structure of the School, a post was created with 
a specific remit for clinical developments. Immediately there was recognition 
that one of the main areas of development within nursing and health care was 
that of clinical supervision. This recognition was partly in response to the 
initial signs of interest occurring in the profession, but was largely driven by 
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the experience and interest of individuals within and outside the School. Cor- 
respondingly, a decision was made to convene a curriculum planning team. Its 
aim was to develop educational provision to assist local services develop 
meaningful and effective structures for clinical supervision. The curriculum 
planning team consisted of a mixture of educationalists with backgrounds and 
experience in clinical supervision, clinicians from both acute, community 
settings, and service managers. In order to provide direction for curriculum 
development, an early function of this group was to generate a working defini- 
tion of clinical supervision, which was produced in the form of a series of 
statements outlined in Table 6.1. 


The module 


The decision was taken that this initial provision would take the form of a 
diploma level module within the Welsh National Board for Nursing, Mid- 
wifery and Health Visiting (WNB) framework of Continuing Education. To 
comply with the framework it was decided that the course would consist of 
fifteen study days over a period of eighteen weeks. The module aim was ‘to 
equip practitioners with the necessary knowledge, experiential understanding 
and organisational insights to enable them to function as clinical supervisors. 
The preparation should allow participants to make supervisory arrangements 
for themselves and organise supervisory structures for their practice’ 
(Rafferty and Coleman, 1996). 

The module was constructed around the notions of ‘learning by doing’ 
and by ‘studying the doing’ and consequently had a heavy experiential 
emphasis. The structure for the experiential learning components was 
loosely built on the functions described by Proctor (1986): namely the 
supportive/restorative, formative and normative functions. The areas of 
practice seen as the necessary work agenda for clinical supervision in 


Table 6.1 Working definition of clinical supervision 

e Supervision is a growth focused relationship which leads to safe and enhanced 
practice. 

e The focus of supervision should be the practice of care. 


e The supervisory relationship should allow practitioners to report upon their care, 
defend their actions and be given opportunities to reality test for appropriateness. 


e Supervision should provide a balm for the bites and stings of practice. 


e By connecting the practitioner with others, supervision should reduce professional 
isolation. 


e Through raising consciousness about practice, supervision might lead to the 
development of practice theory. 
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nursing and health visiting, as well as the modes of delivery, are set out in 
Table 6.2. 

The large group as a whole and its associated discussions were also seen as 
a valuable means for exploring the problems, challenges and successes of 
clinical supervision that inevitably preoccupied every module. This ‘learning 
from the doing’ was formalised by three evaluations at five, ten and fifteen 
days. The theoretical content of the module is briefly listed in Table 6.3. 

The taught content of the module outlined in Table 6.3 provided a broad 
basic introduction aimed at helping practitioners to recognise the interpersonal, 
moral and contextual dimensions of clinical supervision. This emphasis was 
set within a wider purpose of clinical supervision: namely, that it is about 
helping practitioners to manage professional change, loss and transition. The 


Table 6.2 Experiential learning components 


Function Focus Structure Agenda 


Supportive / Need for professional Peer exercise in pairs Dynamics of change, 


Restorative support and 7 occasions for 30 transition and loss 
restoration minutes Joys and sorrows of 
practice 


Looking at what 
happens when 
things go wrong 

Characteristics of 
helpful support 

How life events 
impact on work 


performance 
Endings 
Formative Issues of how to learn Facilitated groups of — Describing practice 
from practice events 6 to 8 participants events 
8 occasions for 75 Reflecting effectively 
minutes on practice events 


Identifying how to 
help people learn 


Normative Issues of enabling Facilitated groups of Exploring the exercise 
accountable practice 3 to 4 participants of appropriate 
5 occasions for 75 authority 
minutes Justifying professional 
autonomy 
Understanding 


resistance to change 
Dealing with human 
destructiveness 
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Table 6.3 Theoretical content of the clinical supervision course 


e Transactional analysis 

e Systemic theory 

e Change and transition theory 
e Ethics 

e Group dynamics 


e Theory and practice of clinical supervision (contracts, use of time, ground rules, 
models of supervision, practice models) 


module was formally assessed by completion of a written assignment, which 
emphasised the practitioners’ journey of experiences and learning about 
clinical supervision and their plans for the future. Greater detail about the 
module and its initial evaluation can be found in Rafferty and Coleman (1996) 
and course supervisory process in Rafferty (1998). 

To date fifteen modules have run. Corresponding with them have been other 
developments to support and expand the concept and take forward institutiona- 
lisation of clinical supervision. The plan was not to see the module as an end 
in itself but a beginning for all kinds of action to do with making the practice 
of clinical supervision a reality. Such action initiatives took the form of 
offering co-supervisory places, Trust-based support groups, pilot implementa- 
tion projects, supervisory consultancy and research about the practice of 
clinical supervision and the effect of the educational preparation. 


Opportunities for co-supervision 


Practitioners who had completed the module could apply for training positions 
on future modules that allowed them to work with an experienced supervisor. 
This in turn provided opportunities for them to practise as co-supervisors in 
the module’s groups. This structure enabled them to obtain skills practice, 
feedback and provided opportunities to learn from the practice of an experi- 
enced supervisor. The number of co-supervisors in any module has ranged 
from two to four practitioners. 


Support groups 


Two of the local trusts who had supported staff to attend the module asked for 
further assistance in establishing forums where practitioners could come 
together to work on developing clinical supervision in their settings. After 
contract negotiations, one group met monthly and used the group as a medium 
for the supervision of the work of supervisors. The other group saw its task 
as raising general awareness of supervision within the trust by contributing 
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to the production of a ‘standard’ and a ‘mission statement’ for clinical supervi- 
sion as well as supporting the members’ attempts to introduce clinical super- 
vision. 


Pilot implementation projects 


The team also had invitations to support implementation pilots within a com- 
munity healthcare trust (Draper et al. 1999) and more recently with a profes- 
sional association for practice nurses. Such support took the form of working 
with the supervisors and the practice and professional development officers to 
plan the pilot. It also incorporated structures for the systematic evaluation of 
these projects. Structures were also put in place for the supervision of the 
supervisors and the monitoring of the projects, in order to help those involved 
understand and deal with critical events that occurred. 


Supervisory consultancy 


Educationalists have also been contracted by local trusts to offer supervision 
with selected members of staff. This seems to have been associated with a 
need to assist individuals to cope with role change such as promotion. 


Research 


The module and its associated developments have provided a useful platform 
and a source of data for reports (Morris, 1999), research projects related to the 
educational experience (Rafferty, 1999) and the module’s impact on practice 
(Jenkins et al., 2000). It has also acted as an impetus for the generation of a 
conceptual model for clinical supervision (Rafferty, 2000). This conceptual 
model for supervision is being used as the basis to guide supervisory skills 
rehearsal in a Level 3 module within the School’s BSc(Hons) Nurse Practi- 
tioner pathway. 


Study days 


Part of the initiative has involved study days. These were essentially to do 
with introducing the concept, enabling participants to understand the functions 
of clinical supervision and then make links with the utility of such ideas for 
the participants’ own practice. As well as single study days (Coleman and 
Rafferty, 1995), there has been a programme of two-day and three day work- 
shops. The two-day workshops have been experiential and skills focused. The 
three-day workshops have been with group specific teams of colleagues. Here 
the approach has been about the generation of a ‘common vision’ of clinical 
supervision within that practice setting and helping them to think through an 
action plan for its implementation. 

On top of such initiatives, since 1995 we have held three recall days, partly 
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funded by the WNB. These served both to chart the progress of development 
in relation to clinical supervision and to provide participants with occasions 
for support and reunion. Two conferences have also been held by the School 
on the theme of clinical supervision. It is worth stressing that a number of 
practitioners have developed their own in-house training schemes for clinical 
supervision. 


Reflections on the experience of these educational developments 


Our experience of working with practitioners as well as our own experience of 
supervision lends support to the case for clinical supervision in nursing and 
health visiting. In order to provide an explanation of our conviction, it is 
helpful to revisit the three functions that form the basis for the experiential 
elements of the module. 


Restorative function 


Working with practitioners gives force to the fact that care work is emo- 
tional work and the emotions engendered by the work can be complex, 
disturbing and potentially damaging. Our experience suggests that many 
practitioners have to deal with the emotionality of their work alone, with little 
help and perhaps ability to find restorative meanings out of the often sad, per- 
plexing and overwhelming nature of care work. In short, care can hurt and 
our experience reinforces the belief that people who feel cared for are 
more able to care for others. 


Formative 


Practice is complex. Providing nurses with opportunities to speak about their 
practice puts them in touch with how complex their familiar world is and how 
much it is ‘taken for granted’. It is worth recognising that there is a relation- 
ship between a low sense of accomplishment at work and burnout. It may be 
regarded as somewhat obvious however that one way of ‘taking this on’ is by 
helping practitioners to make sense of the work that they do. 


Normative 


Professional care always involves judgements that involve risk. Providing 
nurses, via supervision, with the opportunity to account for their decisions and 
subsequent actions in an environment that is supportive, challenging and non- 
punitive provides the conditions where practitioners can protect themselves. 
Supervision provides opportunities to rehearse the choices that are avail- 
able as well as enabling practitioners to acknowledge the limits of their 
own capabilities and the capabilities of others. Such a service is a principal 
means of protecting clients and organisations. 
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Phenomena worth noting 


However whilst these statements reflect our beliefs and learning reinforced by 
the experience of the module, it also need to be acknowledged that there are 
phenomena (which we illustrate using metaphors) that could bedevil further 
implementation of supervision. These may only be local phenomena but it is 
possible that they may well be generalisable to a UK-wide context. 


Metaphor one. The wings, the halo and the harp phenomenon 


This phenomenon refers to what seems to be an expectation that supervisors 
have to be perfect. Such an expectation we believe leads many experienced 
and able individuals with highly developed clinical and interpersonal skills to 
avoid taking on the role of being a ‘clinical supervisor’. Our hunch is that 
the clarity that supervision structures can give to supervision means that 
inevitably we will often realise that most of the time we are just ‘good 
enough’ and sometimes ‘not good enough’. This needs to be understood in 
terms of an established social myth that nurses have to be perfect. Ultimately, 
acknowledging that each of us is imperfect and learning to become comfort- 
able with this awareness is one of the tasks of being a supervisor and hope- 
fully facing this fact will begin to enable many able individuals to act in this 
capacity. 


Metaphor two. The rabbit in the headlight phenomenon 


This is another way of describing the concept of ‘learned helplessness’ which 
appears to affect many nurses in relation to the problems they encounter in 
their work. Again, the resistance that nurses can exhibit to the inevitable 
personal challenge that is involved in clinical supervision can be seen as the 
result of a common coping strategy. This is characterised by ‘frozen inaction’ 
or ‘we can’t do anything about it’, employed to avoid difficult, painful and 
challenging issues. Effective supervision breaks the illusion of ‘powerlessness’ 
and reinforces accountability to act. But as this means action rather than 
inaction, we can well understand how a profession affected with such a degree 
of ‘learned helplessness’ would balk at the challenge that clinical supervision 
presents. 


Metaphor three. The can of worms phenomenon 


This refers to the recurring fear that a practitioner is going to bring something 
to supervision that is troublesome and dangerous. The fantasy then is that the 
supervisor will be left ‘holding the baby’ or potentially damaged by it. 
Another aspect of this phenomenon is the fear that supervisors will not 
be able to cope with the issues brought to supervision. It is a feature of super- 
vision that practitioners may bring troublesome issues. The function of 
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supervision is to enable such issues to be considered in a constructive and 
healthy fashion. However, if supervision is not in place, then the question is 
how might such issues be considered and what could be the consequent 
damage to patients, the organisation and practitioners themselves? Supervision 
can be about opening ‘cans of worms’ but in a way that leads to appropriate 
and thoughtful action. 


Metaphor four. The ‘it will rock the boat’ phenomenon 


Another way of explaining the problem of finding resources or the will to 
support clinical supervision is that this is a covert way to maintain the status 
quo. Clinical supervision, which is inevitably about change, also is inevitably 
about creating another way of seeing things i.e. ‘Super Vision’. This other 
way of seeing things inevitably challenges established hierarchical structural 
and practice norms. This tension needs to be faced in order to challenge any 
covert practices. 


Metaphor five. The ‘nobody knows what it is about’ phenomenon 


Despite the level of attention that has been placed within the nursing pro- 
fession on clinical supervision, many course participants claim that their 
colleagues are mainly ignorant about what ‘it really is’. One interpretation of 
this could be that some nurses don’t read, however, another interpretation is 
that this represents a widespread non-acceptance that it is possible to have 
helpful, growth focused and sustaining relationships as a matter of course in 
our work. If true then this represents a serious problem in healthcare organis- 
ations. 


The need for curriculum reform 


As part of the evaluation process of the module, which has included a course- 
monitoring group, supervisor’s supervision and research initiatives (Jenkins et 
al., 2000; Rafferty, 1999), a curriculum review is at present occurring. This 
review is attempting to address some of the following issues: 


e The course aims are to prepare supervisors when in reality we have some 
evidence that the number of students on the course who go on to function 
as a supervisor is low. A factor that seems to enable the transition of 
students to become supervisors appears to be that they are based in 
settings where there is an organisational commitment to making it happen. 
Attendance at a course, by itself, does not make it happen. A painful 
aspect of being involved with the course is that you are inviting the prac- 
titioner in many clinical settings to go and 'bang their head against the 
wall’. It appears to be an uphill struggle to implement this innovation. 
One explanation for this is that despite all the work and the publications, 
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general knowledge about clinical supervision in practice remains low. 
Another explanation, particularly in acute care, is that there are just about 
enough resources to do the job of care and none for this ‘luxury’ called 
clinical supervision. The legitimate need to recognise and resource ‘pit 
head time’ and the value of learning from practice in practice have still to 
be won. 

e We believe that one of the strengths but also one of the difficulties asso- 
ciated with the course is that it is concerned with the ‘essence and not 
just the trappings’ of clinical supervision. By this we mean that it 
attempts to deal with supervision meaningfully and not just pay lip 
service to the meaning of the concept. The time frame of the course may 
well be seen as generous (fifteen study days). However, to bring about the 
‘new meaning’ of supervision seen as necessary by Faugier and Butter- 
worth (1993) involves a process of deconstruction, challenge and learning 
which to the course team makes the current time frame feel ambitious, if 
not constraining. 

e Central to the experiential activities incorporated within the original 
design of the course were menus of appropriate concerns intended to 
address our view of the focus and remit of clinical supervision in practice. 
The experience of running the courses indicates that the original division 
of the experiential activities needs to be redrawn, because having a focus 
for the activities based around the functions of supervision often prevented 
adequate exploration of their interrelationship and were too complex a 
task at the typical practitioner level. 

e The content of the courses has presented students with a ‘smorgasbord’ of 
different concepts and perspectives seen as valid knowledge by the 
original course planning team. Examples include moral and ethical 
thinking, group dynamics, systemic thinking, transactional analysis, 
change theory and crisis theory. Such a diet is often experienced by the 
practitioners as rich and a cause of indigestion. Whilst this indigestion 
often resolves itself in time there is a need to find a way of helping the 
students digest it more easily. This is part of a wider need not to see 
such courses as ‘one off or standalone ‘entities’. It is now clear that 
courses such as this should be a point on a continuum that begins at a 
pre-registration level and continues to levels of advanced practice devel- 
opment. 


The ongoing process of the curriculum review has been very difficult in terms 
of trying to make sense of a complex, tangled range of learning, from which 
we had to bring into a new pattern to go forward. On the positive side, a 
function of the module was to establish the case for clinical supervision in 
practice. We feel that we have achieved this. We have also been able to deter- 
mine something of the nature of appropriate practice and the kinds of chal- 
lenges that complicate practice. 

However, the negative side draws attention repeatedly to problems of 


Educational preparation for clinical supervision 93 


language (jargon) and the increasingly complex ‘ideas world’ of supervision. 
These ideas, however, as identified earlier need to be conveyed at an appropri- 
ate developmental level. Another important issue is providing the kind of 
supervisory experience which was a developmental challenge to the partici- 
pants, without being perceived as an assault on self. The danger is that 
individuals can be forced to face elements of awareness about themselves and 
their practice that they were neither intellectually or developmentally equipped 
to deal with. 

We were also increasingly confounded by having to meet so many different 
developmental needs, from ‘tell me what supervision is?’ to ‘help me examine 
my supervisory practice of other supervisors’. 

Health and education organisation’s problems in creating the macro struc- 
ture for clinical supervision seemed also to rest in not being able to see 
further than the supervisee/supervisor relationship. This is because of the lack 
of models, which sets this professional relationship within a wider develop- 
mental and organisational context. 

The clear message that comes from these reflections about the module is 
that it has taken us a considerable amount of time to gain clarity and certainty 
about the aim(s) and purpose(s) of education for clinical supervision. It is now 
obvious that what the module intended to achieve and prepare participants for 
was unclear. We now see that the module was a product of its time. The 
service and educational understandings that were once relevant now have to 
be rethought. 


Conclusion 


If clinical supervision is meant to be a ‘career-long’ concept then it is 
important that preparation should mirror the developmental stage of the 
practitioner. Preparation for clinical supervision should not be a ‘one-stop 
shop’ occurring at one stage of the practitioner’s journey from beginner 
to expert. The new structures need to be built on partnership between practice 
and education in order to encompass the principle of ‘life-long learning’. They 
also need to model appropriate structure and process for clinical supervision 
itself in both service and educational settings. 

Figure 6.1 outlines a possible structure for addressing these issues. It is built 
on a model of six stages within an individual’s career path starting at pre- 
registration and continuing to advanced level practice. At each stage there 
would be a preparatory educational input and supervision experiences. These 
experiences not only set the model for the educational process but also estab- 
lish an appropriate practice model for each stage. For example, professional 
transitions are not confined to the move from student to qualified nurse. Tran- 
sition experiences are career long. Undertaking educational preparation to 
become a clinical supervisor of other supervisors also needs to be robust 
enough to provide a model for the practice. The boxes in each stage begin 
to establish the tasks and processes related to clinical supervision activity 
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Macro 
culture 
about the 
purpose and 
spirit of CS 


Pre-Registration 


‘Beginning as a Supervisee’ 
Being receptive to feedback 

Understanding purpose and limit. 
Negotiating contracts 


Developmental 
Stage One 


Post-Registration 


Developmental 
Stage Two ‘Preceptorship and Transitions in 
Professional Life’ 
Emphasis upon formal preceptorship 


Co-Supervisor Experience programmes. 


Competent Practitioner 
Developmental Accreditation 


Stage Three ‘Becoming a Clinical Supervisor’ l 
Developing competence and confidence via formal 
via supervised assessment in practice, assessment 0 
and via taught work about beginning theory and 


knowledge. practice 


Specialist Practitioner 


Developmental 
Stage Four 


‘Consolidating and building on 
Clinical Supervisory Practice’ 
Group skills advanced ideas, and 
assessment of clinical and supervisory 
practice 


Higher Level Practice CPTs 
etc 


Developmental 

Stage Five Becoming a Clinical Supervisor of 
other Clinical Supervisors’ 
Establishing training and audit 
packages, establishing supervisory 
structures in practice 


Advanced Practice Accreditation 


Developmental Consultancy Vid Practice 
Stage six 


and/or higher 


Leadership Roles in Clinical 
degree studies 


CLINICAL Supervision Maintaining good practice 
SUPERVISION via policy generation, consultation, 
AREAS OF research and dissemination 
PRACTICE 


Figure 6.1 A structure for ensuring the ongoing developmental nature of clinical 
supervision throughout a practitioner’s career (SHS (UWS) CS INFO. GROUP 1. 
(MC.EJ.IL.MR)MARCH 7, 2000) 


appropriate at that level. The lines between the stages identify the patterns of 
supervisory practice appropriate within the educational preparation and within 
practice. For example, an individual at Development Stage Four (whose key 
task is ‘Consolidating and building on Clinical Supervisory Practice’) would 
be involved as a clinical supervisor for individuals in Stages One, Two and 
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Three. An individual in Developmental Stage Three would obtain experience 
as a co-supervisor of individuals in Development Stage One and Two, with 
the co-supervision being with an individual at Developmental Stage Four. 

The boundary around the model is designed to point up the need for a macro 
culture pertinent to all levels of supervisory development that is congruent 
with the knowledge, ideals, philosophy and spirit of this type of professional 
relationship. 

The exact specification with regards to the knowledge, skills and experience 
at each level is the next task of the curriculum review. We feel confident that 
we have the stories of such experiences in ourselves and in the practitioners 
that we work with. 
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Part II 


7 Implementing clinical 
supervision in a NHS 
community trust — sharing 
the vision 


Jenny Bennett, Bob Gardener and Fiona James 


Editorial 


This chapter outlines how a group of practitioners (lead professionals) 
facilitated the widespread implementation and development of clinical 
supervision within a NHS community trust. Drawing on the experiences of 
health visitors, general nurses and community psychiatric nurses, the authors 
describe the phases or stages of this implementation process. Furthermore, 
they describe their particular roles involved in the implementation 
and use case examples of the introduction of clinical supervision into each 
practice discipline. The chapter concludes with reflections on the implementa- 
tion process and identifies some of the barriers to introducing clinical supervi- 
sion. 

The widespread introduction of clinical supervision within the NHS is not a 
development that can be introduced using a ‘quick fix’ technique. We believe 
that in order to bring about the widespread introduction, a shift in culture 
throughout the NHS, may be required: a shift towards a culture that welcomes 
and encourages the examination of one’s practice, the ventilation of any 
feelings, openness and transparency within practitioners, and views such 
endeavours as supportive, necessary and enabling. 


Introduction 


This chapter describes how a group of three lead professionals underwent the 
task of facilitating the implementation and development of clinical supervision 
within our community health care trust. Our organisation is a community trust, 
including several community hospitals, which serves a wide geographical area 
with both rural and urban locations with a population of 370,000. 

Our roles as lead professionals were new within our organisation and were 
part of the Quality and Professional Development Directorate, which took the 
lead on the clinical governance agenda. We had specific responsibility for the 
facilitation of professional and practice development within our nursing disci- 
plines of community hospital nursing, mental health nursing and health 
visiting. 
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A central aspect of the role of lead professional for the first two years of the 
post was the promotion, implementation and development of clinical supervi- 
sion. We were to focus on our own nursing disciplines but also to forward 
recommendations for the long-term strategic implementation of clinical super- 
vision throughout the organisation. 

Our implementation plans were guided by: 


e National picture — responding to national policy documents on the health 
service and the development of nursing which highlighted the need for 
lifelong learning and the role of clinical supervision in providing a quality 
service (UKCC, 1996; Department of Health, 1997, 1998). 

e Local picture — within our organisation a comprehensive nursing review 
had recently been conducted guided by Vision for the Future (Department 
of Health and NHSE, 1993). All nursing disciplines identified a role for 
clinical supervision in supporting clinical practice and a major recommen- 
dation was to plan for its introduction. 


Throughout this chapter we therefore describe how we worked in our own 
nursing disciplines to facilitate the implementation of clinical supervision. 
This involved working with community mental health teams, health visitors 
working within primary health care teams and the wards/departments of com- 
munity hospitals. 


Planning 


Following our appointment as lead professionals we allocated time to enable 
all three of us to have a full discussion and debate on clinical supervision. 
This was guided by our experience of clinical supervision, our own beliefs 
about its value and limitations, discussions with other colleagues and the lit- 
erature on clinical supervision. As a group we had a shared belief in the value 
of clinical supervision in improving the quality of services we provide. We 
debated the role, purpose and function of clinical supervision and adopted the 
three interactive elements of educative, supportive and personal management 
and monitoring, as the primary functions of clinical supervision as derived 
from Proctor’s model (1986). This common understanding and agreement on 
the function of clinical supervision was essential in enabling us to share a 
vision of how we could facilitate the implementation and development of 
clinical supervision and communicate this to others. 

We used the knowledge and understanding we had gained during our dis- 
cussion to produce a project plan. The stages of the rational planning process, 
described in Table 7.1, guided the production of our project plan. 

Through this process we were able to identify the practical tasks we would 
need to undertake and the personal, professional and organisational issues we 
would need to address. We set ourselves clear objectives with time scales for 
review. A central tenet supporting the project plan was for us to openly 
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Table 7.1 Identified stages of the planning process 


What are we trying to do? 

What is the best way of doing it? 
What are we going to have to do? 
In what order? 

What resources will we need? 

Let’s review it: is it going to work? 
Who is going to do what and when? 


express our enthusiasm for and belief in clinical supervision, inspiring others 
to be involved in developing a true shared vision of the potential of clinical 
supervision in enhancing the quality of clinical practice. A shared vision has 
been shown to be an important element in achieving successful organisational 
change (Kouzes and Posner, 1995). We would be seeking to develop relation- 
ships that encouraged others to become actively involved and inspired. Bass 
and Avolio (1994) and Guastello (1995) describe how this approach can 
‘transform’ work areas to become more productive and more responsive to 
change. 

Kohner (1994) in her discussion on introducing clinical supervision high- 
lighted the need for all staff locally to be involved in the process of planning 
for its introduction. We wanted to engender a style that encouraged commit- 
ment and used the strengths and creative ideas of practitioners. Therefore our 
approach to the implementation and development of clinical supervision was 
to encourage its introduction from the practitioner level in the first instance 
and was underpinned by the following principles: 


e To build on the good practice that was already taking place within the 
organisation with respect to clinical supervision. 

e To provide information, advice and support to practitioners that would 
facilitate individual areas to make informed decisions with regard to the 
implementation and development of clinical supervision. 

e To respond enthusiastically to the positive requests from individual areas 
within our organisation with regard to their desire to implement/develop 
clinical supervision. 

e Where available, to work alongside clinical leaders in individual areas to 
develop their knowledge base and experience, promoting local ownership 
and their role and strengths as change agents. 

e To use a flexible approach that was responsive and sensitive to practi- 
tioners’ level of knowledge, experience and professional confidence. 


Using the above as our guiding principles we reflected on what our roles as 
leaders and facilitators in the implementation process should involve. We iden- 
tified the following key elements: 
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e Change agent: To act as key change agents with a formal responsibility 
for advising on the implementation and development of clinical supervi- 
sion. Our leadership style would promote ownership and commitment by 
individuals in local areas, building on their strengths and talents. 

e Partner: To work alongside practitioners and managers to meet shared 
objectives. 

e Educator: To organise and deliver informal and formal training on the 
role, function and benefits of clinical supervision. 

e Advice and support: To develop a resource library on clinical supervision 
and respond to managers’ and practitioners’ requests for information and 
support. 

e Communicator: To ensure managers and practitioners are informed of the 
local and organisational developments regarding clinical supervision. 

e Networking and co-ordination: To promote the sharing of good practice 
across the organisation and the sharing of strategies to overcome difficul- 
ties. 


Establishing a baseline 


One of our first tasks on the project plan was to establish what clinical super- 
vision was already taking place within our individual nursing disciplines and 
what practitioners’ knowledge, thoughts and attitudes were regarding clinical 
supervision. We devised a comprehensive questionnaire, based on the issues 
identified in a review of the relevant empirical literature, in conjunction with 
the clinical audit and research team, and sent this to all practitioners in our 
disciplines. In total 377 questionnaires were distributed and there was an 
overall response rate of 55 per cent. This was an encouraging response and 
reflected a positive attitude towards clinical supervision which was evident in 
the qualitative sections of the questionnaire. The questionnaire covered areas 
such as baseline provision, practitioners‘ level of knowledge and understand- 
ing and their views as to how clinical supervision should be developed further. 
The results highlighted an overall lack of knowledge and experience with 
regard to clinical supervision and therefore a high level of training needs. 
However, within community mental health teams clinical supervision was 
established, though its purpose and content was in need of review. Guided by 
the results we devised a flexible introductory training package on clinical 
supervision and decided to meet with all areas to give them the opportunity to 
be informed of clinical supervision and take part in its implementation. 


Sharing the vision 


We therefore visited individual areas and were enthusiastic to inspire others in 
our belief that clinical supervision had a valuable contribution to make in 
improving the quality of service we provide. We initially targeted receptive 
clinical leaders or teams that we had identified through meetings during our 
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induction as lead professionals or by direct interest that we had received. 
Working with individuals that had a positive interest enabled us to initiate 
a change process and these areas were able to act as motivators and role 
models for others. 

Whilst we had a desire to share our enthusiasm, it was important that during 
our initial meetings with individuals we actively listened to their beliefs and 
opinions about the functions of clinical supervision, the implementation 
process and their expectations of us. This proved essential to the development 
of shared and realistic implementation plans. Time was spent discussing and 
clarifying all aspects of clinical supervision. It was important that there was a 
shared understanding of the aims and functions of clinical supervision and its 
impact upon their practice and development. Our approach in supporting the 
development of local implementation plans was to empower them to reflect on 
their current situation and be enthusiastic about what could be achieved. Their 
central role in the implementation process was reinforced and we informed 
them that we were available to provide them with help, advice and formal 
training. When discussing the implementation process there was open and 
honest communication regarding the difficulties that could be encountered. 


Case study examples 


Below are three examples that illustrate the implementation process in action 
in each of our respective disciplines. As discussed previously, to support this 
work we provided awareness raising sessions across the organisation. These 
sessions were organised around individual areas’ work patterns so that they 
were accessible to as many practitioners as possible. We also provided more 
in-depth supervisee’ and supervisor’s training as requested. The provision of a 
formal clinical supervisors’ course for practitioners from all nursing disciplines 
was then purchased from a local university and following on from the success 
of this, a contract was agreed for them to provide further courses. 


Example one. Health visiting 


The results of the baseline questionnaire highlighted that the majority of health 
visitors within the organisation did not give or receive clinical supervision. Of 
those that did report being involved in the process of clinical supervision, the 
results of the questionnaire suggested that there were different interpretations 
of the term amongst health visitors, including confusion with mentorship 
and child protection supervision. It was identified that there was a need to 
clarify and clearly define what is meant by the term clinical supervision and 
its aims and objectives, with 62 per cent of health visitors reporting that they 
had only an average knowledge of clinical supervision and 20 per cent report- 
ing having a poor knowledge base. However, overall health visitors were 
positive about the concept of clinical supervision and welcomed its introduc- 
tion into practice. 
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Within the organisation, health visitors worked in widespread geographical 
areas and many were based within individual primary health care teams. 
Initial discussions with health visitors across the district raised several key 
issues and concerns. These included how clinical supervision could be orga- 
nised and resourced within each geographical area in addition to who would 
co-ordinate this, as for many areas there wasn’t a designated team leader or 
health visitor with a practice development role. There was also a debate as to 
which health visitors would become clinical supervisors of others and whether 
one-to-one, group or peer supervision would be the most appropriate model 
for health visiting. There was also the issue that no one was trained as a 
clinical supervisor. Reflection on these discussions highlighted that there was a 
diversity of opinions amongst health visitors as to a strategic way forward in 
health visiting and that there was no easy solution to these questions. 

Returning to the principles that we had set in our initial discussions as lead 
professionals, and a certain level of pragmatism, proved to be the way 
forward. We wrote to all health visitors offering them the opportunity to be a 
pilot site for clinical supervision with support and individual training. One 
group of health visitors who worked together in a clinic setting came forward 
requesting to undertake peer group supervision. Within this group one health 
visitor did have previous experience of clinical supervision and a further 
health visitor had previously received some training. Two morning workshops 
were spent exploring the concept of clinical supervision, models of reflection, 
contracting and documentation and how to conduct a group session. The 
health visitors were keen to proceed and began meeting on a monthly basis 
with regular review. Their continued interest and motivation was key to the 
success of this pilot. 

Simultaneously, four health visitors from different geographical locations 
were invited to attend the external clinical supervisor’s course. Nominations 
were requested from individuals who would be prepared to undertake this role 
after completion of the course and act as a champion for clinical supervision 
in their area. These health visitors formed a supportive group and it was 
arranged for them to receive group supervision from an external supervisor for 
six months following the course. This gave the health visitors valuable experi- 
ence in receiving clinical supervision and proved to be very successful in 
building up their confidence, particularly in group supervision. During this six 
months, we organised supervisee training workshops in each of the geo- 
graphical locations and conducted them alongside these four health visitors. 
The aim of these sessions was to support them in facilitating their colleagues’ 
knowledge of and interest in clinical supervision and to encourage other health 
visitors to either receive clinical supervision or to attend supervisor training. 
The result of this was very positive as health visitors wanting to receive super- 
vision approached the four clinical supervisors and they have set up both one 
to one and group clinical supervision, depending on what was requested, with 
a small number of health visitors in their area. In addition, the clinical supervi- 
sors continue to meet for peer group supervision. 
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Through individual health visitors beginning to set up clinical supervision 
arrangements on either a one-to-one or group basis, more health visitors are 
becoming aware of the purpose and benefits of clinical supervision and are 
either requesting supervision or attending clinical supervisor training. The 
implementation is therefore an incremental process but it is evolving flexibly 
with participation from health visitors and in response to local needs. 


Example two. Community hospitals 


This section describes three examples of how ward nurses have introduced 
clinical supervision. They illustrate that a diverse approach to the implementa- 
tion of clinical supervision was taken within community hospitals 

It is important to note that prior to implementing clinical supervision in the 
community hospitals, a selection of nurses from community hospitals attended 
a leadership course. This acted as a catalyst for discussion on clinical super- 
vision. These nurses identified that they would need to experience clinical 
supervision before being able to develop clinical supervision in their ward and 
day hospital areas. Monthly one-to-one external clinical supervision was sub- 
sequently purchased by the organisation for a fixed period of six months. 
Several of the nurses who had experienced the external clinical supervision 
put forward formal plans to implement clinical supervision into their wards 
and day hospitals. They adopted different approaches according to their view 
of local needs as shown by the following examples. 

One ward manager decided to supervise all the qualified nurses on their 
ward for a fixed period of time and then review the whole process. As lead 
professionals we made the ward manager aware of the constraints of hierarchi- 
cal supervision, and the ward manager put forward a logical reason for this 
approach. The ward manager felt it was a starting point, as initially there were 
no clinical supervisors available and it would be a good way to demonstrate to 
ward nurses that dedicated time was available for them to reflect on their 
practice. The longer-term aim was to train nurses from the ward to become 
supervisors thus ultimately removing the hierarchical structure. 

The second example involves a manager from another community hospital 
who allocated supervisors to all nurses. The rationale for this approach was in 
the manager’s words ‘to get clinical supervision started in our hospital’. As 
lead professionals we discussed and challenged this approach, making the 
manager aware that it was important that nurses should be actively involved 
and own the implementation process. However, the manager continued with 
this approach, and we advised that they should consider reviewing progress at 
an early date. 

In the third example, a ward manager encouraged and supported two nurses 
from the ward to receive clinical supervision from the lead professionals. In 
time one of the practitioners went on to facilitate group supervision for four 
ward colleagues. This approach to implementation has proved successful and 
it continues to meet. 
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Example three. Community Mental Health Team 


The Lead Professional for Mental Health Nursing met with all the community 
mental health teams (CMHT) within our organisation. The following is a brief 
outline of the discussions with one specific team, which highlights 
the issues facing the majority of the teams. The key discussion points were 
guided by the results of the questionnaire, and the discussions occurred within 
meetings with the lead nurse within the CMHT and with all the CMHT nurses. 

On a positive note, the majority of nurses reported that they were receiving 
clinical supervision on an individual basis, at a monthly interval. Whilst there 
were nurses who reported they were not receiving clinical supervision on a 
monthly basis, this was the frequency they were aiming for. 

There was a history of clinical supervision taking place within the CMHT 
and it was valued and seen as ‘much needed’. However, there were issues 
raised by the lead nurse and the nurses within the CMHT as to the way 
clinical supervision was organised and carried out. 

The lead nurse within the CMHT who has designated management responsi- 
bility for all the nurses provided clinical and management supervision within 
one session, dividing the time between both areas. This structure of provision 
had developed in an unplanned way and was a response to a rapid increase in 
the number of nurses working within the CMHT, who needed both types of 
supervision. 

The nurses expressed a positive view of the clinical supervision they 
received from the lead nurse. However there was confusion between clinical 
and management supervision and concern that the sessions were dominated by 
management issues. 

Other issues that arose out of the discussions were that prior to commence- 
ment of clinical supervision there had been no contract drawn up between the 
clinical supervisor and supervisee, and that in the subsequent session little or 
no documentation was used. It was also apparent that there was no choice of 
clinical supervisor. 

The lead nurse within the CMHT was motivated to further explore the 
issues raised by the discussions and the results from the questionnaires. I 
therefore continued to meet with the lead nurse providing written information 
and offering guidance about the issues that had been raised. The lead nurse 
after discussion with the nurses from the CMHT decided to implement the 
following changes: 


e To hold clinical supervision separately from management supervision. 

e Management supervision would be termed caseload management. 

e The lead nurse within the CMHT would continue to be clinical supervisor 
for all the nurses but it had been openly acknowledged that there could be 
potential conflict in a line manager providing clinical supervision. 

e The supervisee would be responsible for setting the agenda within the 
clinical supervision sessions. The lead nurse had provided all nurses with 
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a booklet in which to document the sessions. This was their property and 
they were encouraged to use it in support of their professional portfolio. 

e A contract would be drawn up based around the discussions that had taken 
place as to the aim and function of clinical supervision. Sample contracts 
were available to the team. 


At the time of writing no formal evaluation has been carried out as to the 
effects of these changes. There have been positive verbal comments from the 
lead nurse and by some of the nurses from the CMHT, especially that 
the changes have allowed them to focus and reflect on their issues with regard 
to clinical practice. 

In implementing these changes the lead nurse within the CMHT has been 
able to promote clarity as to the function of clinical supervision and caseload 
management and as to how they both support the nurses in their demanding 
role. The lead nurse dealt positively with the change process and educated his 
manager as to the need for and benefit of the changes made. 

Finally two other points raised are worthy of mention. First, whilst most 
nurses had experience of clinical supervision, very few had received training. 
Second, some nurses identified a need for ‘specialist’ supervision to enable them 
to practise a specific therapeutic approach i.e. cognitive behavioural therapy. 


Reflections on the implementation process 


There are relatively few studies that specifically discuss the local implementa- 
tion of clinical supervision (Fowler, 1996). Authors have generally highlighted 
specific areas that need considering and/or potential problems that need to be 
overcome (Devine and Baxter, 1995). Below are our reflections on the process 
of facilitating the local implementation of clinical supervision. Our aim during 
the first year of the implementation process within our organisation was to 
develop a culture that supported and valued clinical supervision. To add clarity 
on this we have divided our discussion into the separate areas of ownership, 
developing an organisational approach and barriers to change. 


Ownership 


The importance we gave to the need for practitioners to own the implementation 
process, to value and want clinical supervision has proved to be successful. In 
areas where there are identified clinical leaders motivated to promote clinical 
supervision the process of implementation has moved forward. We have 
positive examples of areas where clinical supervision is now happening on a 
regular basis and is valued by practitioners. An example is given in Box 7.1. 

We now need to build upon this success, sharing the good practice and 
positive experiences of clinical supervision with other areas. At an organisa- 
tional level we are considering how we identify and develop future clinical 
leaders to progress the implementation of clinical supervision in areas where 
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Box 7.1: Clinical supervision. A ward manager’s reflections 


It has taken a long time and a lot of work to get clinical supervision up and 
running on our ward. Prior to my arrival as ward manager, my predecessor and the 
ward staff had put a lot of effort into the topic. Some staff had been on courses to 
learn about it and the lead professional had been involved for several months, first 
in an educative role, then in a supportive role, leading some group supervision. 

Despite all of this there was a degree of apprehension about taking on the issue. 
People felt that they still did not know enough about it. In many ways it was like 
learning to ride a bike. They had had the theory, they had seen other people do it, 
but there was still some reluctance to actually have a go. It took some bravery to 
get on and try but the staff did so, deciding to offer supervision to each other. At 
the same time the G grades in our local community hospitals took the initiative to 
buy in the services of an outsider to provide supervision for themselves. 

With two very different models (peer and external supervisors) there have been 
strikingly similar outcomes. Almost everybody who has had access to clinical 
supervision has said the same thing, that they have been surprised at how much 
benefit they have got from the process. Also it is a bit like riding a bike in that the 
more you try to break down and explain it the more complicated it appears. As 
long as you have some knowledge about safety, when and how to apply the brakes 
etc. then the best way to learn is to actually have a go. It is not as hard as it seems. 

Personally I have worked through some very complex and troublesome 
situations in my sessions. They have helped me to focus on and resolve some 
problems, which I believe would otherwise have caused me far bigger head- 
aches. Were it not for my one hour per month of supervision, the same problems 
would probably have caused me many times more hours of work and hassle, so 
it has saved me time and helped me to work more efficiently. In a nutshell, clin- 
ical supervision has enabled me to work smarter, not harder. 


A Ward Manager 


minimal supervision is taken place. The need to maintain local ownership will 
remain important as will the need to work in partnership with the managers of 
the service. 


Developing an organisational approach 


As discussed in our reflections on ownership, in the first instance we were 
keen to promote individual practitioners’ understanding of clinical supervision 
and their role in developing supervision locally. We became acutely aware 
that this needed to be supported by an organisational approach to clinical 
supervision. Practitioners have an important role in developing clinical super- 
vision but they also need the support of managers and the organisation to do 
this. As we worked with practitioners they raised this issue. For example, 
practitioners were keen to know that they were entitled to clinical supervision 
and questioned whether there was an organisational policy to support this. 
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They were also requesting standard guidelines for issues such as setting up 
contracts between the supervisor and supervisee and the documentation of 
clinical supervision sessions. 

Throughout the first stages of the implementation process we worked with 
practitioners’ line managers on an individual basis but we also led a formal 
session for managers on their role in supporting clinical supervision and the 
difference between clinical supervision and management supervision. The 
implementation of clinical supervision was seen to need a ‘partnership 
approach’: to be successful, both managers and nurses would need to see its 
value and be committed to its development. In order to promote an organisa- 
tional strategy for clinical supervision including the provision of resources to 
ensure that the implementation moved forward, we produced an interim report 
after twelve months in post. The report detailed current progress with the 
implementation process and put forward recommendations for a future organi- 
sational approach to implementation, including resource and training implica- 
tions. Together with the Director and Assistant Director of Nursing, we 
presented the report to the senior management board and the senior nursing 
and professional advisory groups. 

As a result of this process and significant background work, we have 
made progress in promoting practitioner involvement and local implementa- 
tion supported by an organisational approach. We now have a written vali- 
dated clinical supervision policy in addition to guidelines on the aims and 
function of clinical supervision, the role and responsibilities of supervisors 
and supervisees and the use of documentation. Importantly we have agree- 
ment on the need to draw up contracts prior to commencing clinical supervi- 
sion that cover the issues of confidentiality and information that needs to be 
disclosed/shared and the need for regular review. We have also set up a 
clinical supervision steering group that includes senior management and 
practitioner representation to strategically take forward the implementation of 
clinical supervision. We are formulating a five year implementation plan and 
through the clinical supervision steering group progress will be monitored. 
We will continue to empower local areas to develop implementation plans, 
and as they report on progress this will inform our continued planning. 


Barriers to change 


Implementing clinical supervision has involved a change process. As with any 
change process, as lead professionals we were aware that we might encounter 
barriers to change and resistance. Our leadership approach within our disci- 
plines has aimed to minimise barriers and resistance and has promoted a 
positive approach. 

Our approach of sharing a vision of the potential of clinical supervision for 
nursing practice and promoting practitioner involvement enabled practitioners 
to be committed to receiving clinical supervision and finding realistic ways to 
achieving its implementation. 
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It would be unrealistic to suggest that we are not encountering barriers. 
Examples of barriers to change that lead professionals and practitioners have 
identified are summarised in Box 7.2. These have ranged from individual 
factors to wider organisational issues. 


Box 7.2: Examples of barriers to change 


e Resources: e.g. lack of clinical supervisors 

e Individual resistance: e.g. some practitioners expressed that they did not 
need it 
Workload factors: e.g. high caseloads, shortage of qualified nurses 

e Concurrent change: e.g. other practice developments taking place 
Lack of knowledge: e.g. high level of training needs 


We have openly recognised these barriers to change and through our ongoing 
discussions and support within the lead professional team we have developed 
the following strategies for addressing them: 


e Developing supportive relationships with practitioners which encouraged 
them to identify potential problematic areas and develop creative 
approaches to deal with them. 

e The use of informal and formal training sessions in an environment that 
allowed practitioners to openly express their beliefs and concerns regard- 
ing clinical supervision. 

e Developing implementation plans with individuals and their areas that 
were realistic, achievable and encouraged an incremental approach. 

e Building on success and empowering practitioners to motivate their col- 
leagues. 

e Our use of self to provide ongoing positive support and encouragement 
through time of resistance and change. 


Conclusion 


The implementation of clinical supervision should not simply be seen as a 
task that needs staff to be trained and then to do it. Clinical supervision 
should be seen as part of the framework that enables nurses (and others) 
to provide a quality service. It needs to be introduced into the culture of the 
organisation, one that promotes individuals to maximise their strength, 
promotes autonomy and encourages reflection. In order to achieve this culture, 
managers and practitioners need to work in partnership and the organisation 
needs to be committed to being a learning organisation that aims to facilitate 
lifelong learning (Haire, 1997). Planning for the implementation of clinical 
supervision therefore needs to include a long-term goal of aiming for it to 
become a routine and valued practice. 
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8 Implementing clinical 
supervision 


A personal experience 


Denise Hadfield 


Editorial 


This chapter reports on the experiences of a former clinical supervision co- 
ordinator and her attempts to implement clinical supervision within a medium 
sized NHS trust. It includes the background to this development, the particular 
plan of action produced to introduce supervision and highlights the training 
which occurred. The measures taken to evaluate the effects of introducing 
supervision are described and the author outlines the next steps which were 
planned. 

In keeping with the ‘practice development’ literature, attempts to introduce 
clinical supervision within NHS trusts appear to be most successful using a 
*normative/re-educative? approach. Collective ownership of the development is 
encouraged whereby practitioners are encouraged to become key players (or 
change agents) in the change process. Consequently, the widespread introduc- 
tion of clinical supervision is not experienced as yet another ‘top down’ impo- 
sition. 

We believe that the enabling underpinning philosophy of clinical super- 
vision dovetails well with ‘bottom up’ approaches to practice development, in 
that both endeavours appear to be concerned with empowering practitioners 
and increasing awareness. It is perhaps no surprise then that ‘bottom up’ or 
*normative/re-educative? approaches to practice development have been used 
to introduce clinical supervision. 


Introduction 


The following account is intended to guide the reader through my own experi- 
ences of implementing clinical supervision within a medium sized NHS trust. 
It is not intended as an academic analysis, rather one example of the practical- 
ities of building a framework for implementing clinical supervision. It 
provides a ‘real world’ commentary of this endeavour, including all the twists 
and turns. 

This chapter describes the process of introducing, at the time, a somewhat 
extraordinary concept to many practitioners. Despite their relative unfamiliarity, 
it was envisaged that the practitioners would enlist their commitment to the 
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implementation process and the subsequent changes brought about in their 
clinical practice. The origins and a priori thinking essential to the building of 
the infrastructure necessary for the introduction and continued practice of 
supervision will be made clear. Further, an outline of the plans for the future 
will be provided: plans that contain the aim that, in time, purposeful clinical 
supervision will become an ordinary and fully integrated activity for all practi- 
tioners. 


Background 


Stockport Healthcare NHS Trust is co-terminous with Manchester, Tameside 
and the High Peak and has a population of approximately 350,000. Originally, 
the trust was a large District General Hospital, which in 1993 split into two 
trusts, Stockport Healthcare and Stockport Acute NHS Services. Stockport 
Healthcare Trust comprises six directorates, Primary and Public Health, Chil- 
dren’s Services, Mental Health, Disabilities, Care of the Elderly and Maternity. 
For some of the acute services, such as Mental Health and Children’s Services, 
accommodation is shared with Stockport Acute Services Trust. Care of the 
Elderly services is located in two satellite hospitals. Primary and Public 
Health services are incorporated within health centres and clinics throughout 
Stockport. 

My first encounter with clinical supervision was in 1985. I had recently 
returned from H.M. Prison ‘Styal’ to Stockport Psychiatric services in order to 
take up the post of ward sister on an acute admission ward. This sojourn rea- 
wakened my interest in the ‘talking therapies’ and I began training as a coun- 
sellor. I had no idea nor experience of clinical supervision yet was instructed 
to choose a suitable supervisor. I was aware that the majority of my colleagues 
could not fill the bill due to their lack of knowledge, understanding or experi- 
ence of clinical supervision. However, there was someone who worked within 
the services who was interested in family therapy who I felt might be able to 
challenge me sufficiently and encourage me to explore my assumptions and 
practice. We agreed that we would concentrate on the process of the work (as 
I now understand it) and not the content. We still see each other now for 
supervision and this relationship has been instrumental in shaping my values 
and beliefs regarding clinical supervision. 

Since 1985, I have received and provided regular clinical supervision and it 
is an everyday aspect of my practice whatever the setting. During the past 
fourteen years, I have chosen supervisors and been chosen by supervisees 
ranging from nurses to doctors, social workers to occupational therapists and 
from teachers to priests. 

In December 1994, the Director of Nursing for Stockport Healthcare NHS 
Trust invited a group of interested nurses to consider how clinical supervision 
could be developed within the trust. This was motivated by the substantial 
review and recommendations regarding clinical supervision (Butterworth and 
Faugier, 1994; Department of Health, 1994). I was already a member of a 
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‘think tank’ for Mental Health considering clinical supervision. With approxi- 
mately one thousand nurses and six directorates across three sites with dozens 
of health centres and clinics, introducing and implementing regular, effective, 
and consistent clinical supervision was clearly not an easy task. A smaller 
steering group was formed and I was nominated to organise an ‘in-house’ con- 
ference to ignite the idea of clinical supervision and begin raising awareness. 


Introducing clinical supervision 


The conference was held in March 1995 and was attended by more than two 
hundred nurses and managers. Professor Tony Butterworth provided the 
keynote speech and as a result we were invited to tender for inclusion in the 
Department of Health/National Health Service Executive funded Triple Project 
Plan (latterly It is good to talk), an evaluation study in England and Scotland 
(Butterworth et al. 1997). 

It became clear that in order to drive the implementation trust-wide a focus 
and lead for the development was required. For this purpose, I was given a 
half-time secondment for a three-year tenure, to lead and co-ordinate the 
implementation of clinical supervision funded by the trust. 

The Trust’s understanding of clinical supervision is described in its bespoke 
definition: ‘Clinical supervision is a clinically focused partnership, encompass- 
ing reflective practice, critical analysis, self-audit and support, with the 
ultimate intention of safeguarding the well being of the patient/client.’ 

Clearly clinical supervision was understood as a clinical and professional 
activity incorporating many different aspects of professional concern within an 
equally supportive and challenging relationship, designed to ensure quality and 
effectiveness. Clinical supervision therefore would be separate from, yet com- 
plementary to, existing systems of supervision within the trust, such as line 
management, individual performance review and appraisal. The context being 
process and supervisee-led rather than outcome driven. 

Stockport Healthcare Trust, like other similar trusts, had resource and 
staffing problems and a ‘fire fighting’ culture, that is where demands create 
re-activity rather than reflection and pro-activity. Thus, the cost of imple- 
mentation had to be absorbable. In order to develop accountability, clinical 
supervision implementation would be a long-term project and require a 
developmental approach as described by Hawkins and Shohet (1993). A 
strategy for implementation was designed with a ten-year life span though 
the initial commitment was for only three years. I believed once clinical 
supervision was established and successful then the trust would remain 
committed to it. My brief was to ‘drive it or drag it? so consequently the 
field was wide open, which prompted voracious reading of the subject to learn 
how to do it. At that time, there was a paucity of useful literature providing 
advice on the ‘how’ of clinical supervision rather than the ‘what’. The useful 
literature available originated from psychoanalysis, counselling and psychiatry. 
I realised that although I could relate to and work with these philosophies, 
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I suspected many nurses I would be working with might question their rele- 
vanice. 

At this point I was not only responsible for the strategic lead, developing 
protocols and standards, selling the ‘product’, designing and providing 
training, audit, and evaluation, not to mention changing the culture to enable 
clinical supervision to ‘take off. I also had two weeks in which to recruit 
staff from the two paediatric wards identified for the evaluation project and 
find suitable clinical supervisors, train them and protect the security of the 
research field. The priority was the evaluation project and an expectation that 
the experience of setting up the research on two acute wards, with staff who 
had never heard of clinical supervision, would be invaluable, and would 
inform trust-wide implementation. 

The evaluation project had a fixed term. However, I was keen that clinical 
supervision would have a longer ‘shelf life’ and that the systems established 
would integrate easily with the trust-wide project. Eventually after much 
explanation and persuasion enough nurses volunteered. The supervisees 
were chosen randomly and as the supervisors would be required to commit 
more time than the supervisees, two specialist nurses, one home care sister 
and a night sister were chosen by the leaders of the project. These choices 
provided some impartiality and enabled twenty-four hour access to clinical 
supervision. This was an important aspect of the project when I was ‘selling’ 
the notion that clinical supervision is for all, irrespective of clinical setting. 

Only one day of training was available for the four supervisors due to time 
restrictions and this training focused on theory, specifically functions (Proctor, 
1991), types (Hunt, 1986) and a model (Hawkins and Shohet, 1993). I was 
aware of using my own supervisor skills and experiences to contain and allay 
their understandable anxieties. Clinical supervision was something of an extra- 
ordinary activity for these trainees and they were apprehensive. We therefore 
decided to meet monthly as a group. The group allowed ongoing access to 
support and supervision of the new supervisors. Such a system of support and 
supervision was one of a number of recommendations included in the evalua- 
tion report (Butterworth et al., 1997). It was also apparent that by discussing 
theory, anxiety increased. Consequently, emphasis was placed on skills devel- 
opment to help build confidence in the supervisors, and also on incorporating 
further training into the groups. 

Schon (1987, p30) provides a helpful analogy of the experienced jazz 
musician employing reflection-in-action. He suggests, ‘They listen to one 
another, to themselves, feel where their music is going and adjust their play 
accordingly.’ 

This epitomises the atmosphere and learning created through involvement in 
the research. These novice supervisors were experimenting with clinical super- 
vision as practice and I was experimenting with project management and 
creating change. 

Butterworth et al.’s (1997) evaluation project recommended a minimum of 
forty-five minutes for each session but I had reservations about this. It seemed 
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likely that the supervisees felt as anxious about clinical supervision as the 
supervisors did. Clinical supervision relies on an effective relationship with 
engagement between the supervisor and supervisee. Anxiety and demanding 
schedules might reduce commitment to an activity that, at that time, had few 
known benefits. Of a possible nine monthly sessions, only half may be 
managed half due to sickness, leave and low staffing levels. The Senior Nurse 
Manager was committed to the project and had given written permission for 
the time to be taken. However, I had some doubt that all the nurses involved 
would be able to give themselves the necessary permission. Consequently, 
sessions were forty-five minute fortnightly. This would allow some sessions 
to be missed without too much detriment to engagement and by increasing 
frequency and time it might encourage a momentum allowing speedier 
absorption into ordinary practice. This would enable commitment to clinical 
supervision beyond the Evaluation Project. Quiet private rooms had to be 
found so that sessions could be conducted off the clinical areas, and we nego- 
tiated the use of offices. 

An implementation strategy for trust-wide implementation was required. 
Agreements with managers and facilities were needed in order to ensure that 
clinical supervision took hold. In addition, the implementation had to be 
amenable to audit and evaluation. There was an expectation of yearly reports 
for the Director of Nursing and the Board, as this would constitute some 
evidence of ongoing commitment. 


Action plan 


e To introduce clinical supervision by raising awareness and developing a 
common understanding of clinical supervision by all nursing special- 
ities. 

e To provide advice and support to managers on the impact of this develop- 
ment within their areas of responsibility. 

e To establish working parties within each directorate who would agree pro- 
tocols and standards, following consultation with their colleagues. 

e To establish a system of preparation, support and monitoring of clinical 
supervisors. 

e To develop strategies for audit and evaluation. 

e To co-ordinate the successful implementation of the Triple Project Plan 
(Evaluation Project). 


Raising awareness 


Agreements were reached with Senior Nurse Managers for roadshows and 
seminars to be held during the day, at night and at the weekend in each direc- 
torate. In addition, invitations were procured to unit, manager’s and senior 
ward sister/charge nurse meetings, handovers and staff meetings. It was 
intended to capture as many nurses as possible and to build interest generated 
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by the conference held four months previously. This allowed promotion of 
clinical supervision, discussion leading to a shared understanding, demonstra- 
tion of the trust’s commitment and access to willing volunteers. It was at this 
point that the Maternity Directorate disengaged from the trust-wide project to 
concentrate on developing their statutory supervised practice, leaving five 
remaining directorates. 

The Primary and Public Health Directorate had commissioned training for a 
group of health visitors, district nurses and school nurses based on a man- 
ager’s interest from further educational study. This training was arranged for 
the end of 1995 and I was given a place. It was anticipated that the trust 
training would begin in 1996. This training would provide ideas for the nature 
and content of the trust training. 


Advice and support 


Before training could begin, alliances with clinical managers needed to be 
forged and working parties established. Discussions with senior nurse 
managers allowed agreements to be reached regarding introduction and devel- 
opment of clinical supervision in their areas. These included the level of 
responsibility managers should have for clinical supervision, and the resource 
implications. The Director of Nursing had agreed objectives with each of the 
senior nurse managers, which included the facilitation of clinical supervision. 
This ensured a corporate approach whilst, at the same time, fostered a collab- 
orative relationship. Clinical supervision in the trust would be practitioner-led 
yet, facilitated and supported by the trust and its managers, thus utilising the 
principle of valuing all participants in the change process, in order to facilitate 
engagement (Spradley, 1979). 


Working parties 


Following the consultative discussions with the senior nurse managers’ 
working parties were established in each directorate. Each working party 
included myself as advisor, the senior nurse manager and representatives of 
each grade of nurse (qualified), from both day and night, inpatient and com- 
munity settings. Terms of reference were agreed and each working party 
existed from six to twelve months. Tasks of the group included: 


e discovering and obtaining pertinent literature; 

e selecting literature for, and developing an introductory pack, for their col- 
leagues; 

agreeing and proposing a definition and philosophy of clinical supervision; 
setting standards for supervision activity; 

agreeing criteria for selection of clinical supervisors; 

formulating a consultation document for every qualified nurse within the 
directorate; 
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e amending document following consultation; 
e accepting as policy and disseminating. 


To inform the process of achieving a consensus and to provide additional edu- 
cational material, money was made available to each group. Small libraries of 
clinical supervision texts were made available to allow access within the direc- 
torate spanning the twenty-four-hour/seven-day week. 

A consistency of standards and policy was achieved across the trust, without 
sacrificing local and practitioner ownership, by encouraging contribution from 
the working parties from each of the five directorates. In addition, members of 
the working parties, especially the senior nurse manager, became knowledge- 
able opinion leaders within the directorate and effective advocates. This part- 
nership promoted collaboration and was essential to enable practitioner and 
manager colleagues to work together in a spirit of creativity and innovation 
(Morton-Cooper and Bamford, 1997). The working parties also produced the 
first wave of trainees for clinical supervisor training. 


Training 


The design of the training was dependent on a number of factors. First there 
was the necessity of getting clinical supervision going, second, the cost of the 
training, and third, providing appropriate content that prepared the trainees and 
allowed ability and confidence to develop. Within the training, Kolb’s experi- 
ential learning cycle (1984) was promoted as a possible practice model for 
clinical supervision. This model struck a chord with the practitioners. It was 
pragmatic and I believed would appeal to trainee supervisors irrespective of 
speciality, grade or even discipline. Since the use of a problem solving 
approach was familiar to some practitioners, utilising Kolb’s model would ‘sit 
comfortably’ with existing approaches and additionally, it wouldn’t require a 
great deal of psychological mindedness in order to make it work. It was also 
apparent that this six-day course would be too costly for the trust, therefore, a 
modified version would be more appropriate. It was clear that the needs of 
trainee supervisors were common to all directorates and professions. 

A further advantage of attending this training was that I was able to negoti- 
ate that this cohort of trainees act as the directorate working party (and they 
continue to meet as a steering group for the directorate). It also yielded three 
trainees who had an interest and some experience in training: thus a Training 
Team emerged and has developed to be able to manage and provide the 
training, which would be crucial to the longer-term implementation. 

It was also important that when trust-wide implementation reached critical 
mass, a co-ordinator might no longer be viable. The co-ordinator was replaced 
by a network of identified individuals, usually individuals who had been 
involved in the working party and who were enthusiastic advocates of clinical 
supervision. These link co-ordinators had the necessary expertise to maintain 
the structures built within the trust and would enable the continued roll-out of 
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clinical supervision. The link co-ordinators would take on the liaison respon- 
sibilities within their own directorates, which would include maintaining a 
supervisor and supervisee database, arranging nominations for training, alloca- 
tions and arbitration. Each directorate had its own link co-ordinator by 1997. 
For time and cost required for the training team and link co-ordinators, agree- 
ments were reached with the senior nurses for each directorate to resource dedi- 
cated time for this role. For the trainers an average of six days a year was 
negotiated and for link co-ordinators, time allowed ranges from one to three 
days a month: a commitment from the managers of the trust to facilitate 
clinical supervision effectively. It also provided local ownership which encour- 
aged the practitioners, whether involved or not, to accept clinical supervision 
as a part of the directorate’s professional activity, by providing ‘in-house 
access’. This would create developmental opportunities for staff within the 
trust and further foster the sense of ownership and collaboration. 

Consequently, the training team designed a three-day generic course, which 
would be available five times a year and be delivered by the co-ordinator as 
lead trainer and one of the co-trainers. The content would include contracting, 
Kolb’s model (1984), skills development, ethical and professional dilemmas, 
managing the process and supervisor self-awareness. A variety of training 
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techniques would be used including didactic teaching, open and controlled 
group discussions, small groupwork and role-play, with an emphasis on 
building confidence. 

Each cohort of trainees was divided into smaller groups which would meet 
monthly after training, with a more experienced supervisor as facilitator. It was 
envisaged that supervisees would self-nominate to become a supervisor and 
attend the training (given the support of their managers). They would be able 
to self-select against the criteria agreed within the directorate and explained in 
the clinical supervision policy. The supervisee’s intentions would also be dis- 
cussed with the co-ordinator. In the beginning the criteria for selection of 
supervisors couldn’t be strictly applied, as there was a paucity of available and 
willing supervisors, consequently the majority of the first wave supervisors 
completed the training before receiving supervision themselves. However, the 
criteria could be enforced after a number of courses had been held. 

Taking into account the anxiety generated by supervision and the cost impli- 
cation, the newly trained supervisor would only be expected to take on one 
supervisee. When confident, the supervisor would be expected to take on a 
further supervisee or a small group of supervisees or if able a group of super- 
visors. This system avoids the risk of supervisors feeling overwhelmed by 
this extension to their role and therefore gives the space and time to 
incorporate this new learning and practice into their everyday work. A 
further advantage was that there was a steady manageable stream of one to 
one and small group supervision activity that could be absorbed into existing 
resources (see Figure 8.2). There are and have been exceptions to this — staff 
who are already expert in supervision and those who have more capacity. 

The one-day training that the evaluation project supervisors received was 
clearly not enough and after nine months a further day was arranged which 
built on the abilities and confidence gained in the monthly groups. The 
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content was determined by the supervisors and used video-taping of skills 
work, reflecting the increase in confidence and the ownership of their own 
development as supervisors. Transferring this learning into the trust-wide 
implementation meant supervisors were offered yearly update sessions. The 
content would be determined by the supervisors and delivered by the training 
team, and would allow further development, monitoring of standards of super- 
visory practice and importantly, encourage networking and collaboration. 

By the spring of 1996, we had a training strategy, which would prepare, 
develop and monitor supervisors. This strategy is outlined in Figure 8.3. The 
funding by the trust (co-ordinator) and the directorates (time) further devel- 
oped the collaborative nature of the implementation process. 


Evaluation 


According to Bishop (1998), the comprehensive strategy of audit and 
evaluation of the implementation used by the author produces results that 
are more meaningful and useful due to the comprehensive strategy being 
operated. 

Interim and final reports of the evaluation study (Butterworth et al. 1997) 
were utilised to inform continuing implementation. Training and update 
sessions were evaluated, and are still consistently positive. Waiting lists have 
been audited regularly, formally by questionnaire and informally by link co- 
ordinators. That results showed that if the prospective supervisees are given 
information at regular intervals regarding delays, then commitment to clinical 
supervision is not adversely affected. 
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Specific audits have also been carried out between 1997 and 1998. An audit 
within the Elderly directorate gauged activity and was able to resolve some of 
the flaws highlighted in the results, such as the difficulties in matching 
suitable supervisors with supervisees, and sickness interfering with the regular- 
ity of sessions. 

Advice on methodologies of audit was sought from the North West Surveys 
and Research Unit, which is part of the Regional Research and Development 
Directorate, and this helped the author construct a questionnaire. The Primary 
and Public Health directorate utilised a modified version of this to gain an 
accurate picture of clinical supervision within the directorate and also gain 
some understanding of its perceived effects. 

As the focus for post-graduate study a selection of the original evaluation 
project respondents were asked to participate in a further research project 
attempting to investigate any possible effect clinical supervision might have 
had on their clinical practice. It was anticipated it could also provide addi- 
tional information, which would add to evidence already collected in the 
original study (Hadfield, 2000). 

The most recent evaluation, conducted in the summer of 1998, was a further 
collaboration with the School of Nursing, Midwifery and Health Visiting at the 
University of Manchester. The Manchester Clinical Supervision Scale (see 
chapter 15) was designed specifically to measure the effects of supervision on 
supervisees, supervisors, and the quality of care provided. This was a direct 
consequence of the qualitative data collected by the evaluation study 
(Butterworth et al., 1997) and provides much needed quantitative data. During 
the validation of the scale, 180 questionnaires were sent out to supervisees 
and supervisors of which 124 were returned. The results showed that clinical 
supervision sessions were regular although some reported that it was still 
difficult to make the time, due to clinical demands. Clinical supervision was 
experienced as useful and was perceived as a benefit to improved practice. 

From the beginning of the implementation process in 1995, each yearly 
review, audit, internal and external evaluation contributed to building a body 
of evidence for the trust board. The results informed the discussions with the 
trust board in the summer of 1998. This evidence was instrumental in securing 
their commitment and permanent funding for the co-ordinator post for two 
days a week. The board also agreed that other healthcare professionals could 
join the clinical supervision development programme if they wished. 

It had always been intended to develop a framework that would embrace all 
disciplines within the trust. The development of clinical supervision and men- 
torship for doctors gives scope for integration in the future recommended by 
Thomas and Reid (1995). However, some reluctance to this idea within the 
trust board meant that a proactive marketing campaign wasn’t possible. 
Although as the ‘word of mouth’ reputation of clinical supervision increased, 
tentative conversations began with a number of interested individuals from 
community dentistry, psychologists, podiatrists and occupational and speech 
Therapists. As individuals, resources and management support would be 
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required. These individual practitioners were keen; their professional leaders 
were not. It was difficult therefore to take hold of it in a constructive way. 
However by autumn 1998 we had our first occupational therapists as clinical 
supervisor trainees with full support of their professional and clinical 
managers. 


Progress 


The continuing integration of clinical supervision into accountable clinical 
practice is further enhanced by the integration of other disciplines. In addition 
to bi-annual introductory sessions for prospective supervisees and regular 
three-day training courses for supervisors, there is one-to-one and group 
supervision, supervision of supervisor groups, and yearly update sessions for 
all supervisors. In addition, there are senior staff nurses supervising ward 
sister/charge nurses, health visitors supervising Care of the Elderly nurses, 
children’s nurses supervising mental health nurses and numerous variations 
and combinations. This all adds to the sense of peer collaboration and 
multidisciplinary practice and supports the clarity of the clinical supervisory 
relationship by providing intentionality, mutuality and impartiality. These are 
necessary ingredients for enabling supervisees to reflect on their practice. 

To conclude, the implementation outlined in this chapter can only be 
regarded as the beginning. It is well documented that clinical supervision 
should be a lifelong activity and if that axiom is accepted, then the infra- 
structures, managerial support and organisational know-how need to be in 
place in order to enable this activity to occur. This chapter illustrates that the 
foundations of these structures are now in place, and that there is something 
secure on which future clinical supervision practice can be built. Which means 
that future practitioners, from various disciplines, will be able to benefit from 
engaging in supervision and consequently, improving the service that clients 
receive. 
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9 Clinical supervision in 
nursing and health visiting 


A review of the UK literature 


Annette Gilmore 


Editorial 


This chapter presents the results of a review of the current UK evaluative 
literature, commissioned by the UKCC, to inform their continuing pro- 
gramme of work on clinical supervision. The aim of the literature review was 
to assess progress with implementation and actual impact of clinical super- 
vision on nurses and health visitors and service provision. Particular issues 
highlighted by the review include: availability of clinical supervision, 
barriers to the uptake of clinical supervision, training of supervisors, record 
keeping and the ongoing confusion that is maintained by amalgamating 
clinical supervision with managerial supervision and representing them as one 
entity. It concludes by reiterating the UKCC’s position on clinical super- 
vision. 


Background 


Clinical supervision has been widely discussed and written about since its 
endorsement by the Department of Health and UKCC (DoH, 1993; UKCC, 
1995, 1996), as an essential means of supporting and developing staff. 

In its position statement on clinical supervision the UKCC (1996) ad- 
vocates clinical supervision as a means of assisting life-long learning and of 
enabling practitioners to maintain and promote standards of care. A further 
proposal is that the Code of Professional Conduct should influence employ- 
ment contracts for staff and that one method of monitoring and maintaining 
standards is for registered practitioners to have access to clinical supervision 
(UKCC, 1995). 

Many models have been developed and tailored to suit the workload of 
different nursing groups and health visitors (Proctor, 1986; Hawkins and 
Shohet, 1989; Johns, 1994; Butterworth and Faugier, 1994). Whilst the models 
vary in their focus and mode of delivery, each encapsulates a supportive, 
educational and quality assurance function. Moreover, ownership of the 
process belongs to the practitioner. 
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The literature review 


When the literature review was being considered, clinical supervision for 
nurses and health visitors was not well developed in the UK. Further, the need 
for the literature review was reinforced by the findings of a qualitative inquiry. 
It was evident that there was a need to find out more about ‘it’, and as a con- 
sequence the review was commissioned. Published and unpublished work was 
included. In the main, evaluations concentrate on the processes of clinical 
supervision, giving important evidence of the focus and quality of clinical 
supervision provided. Models of good practice are identified which it is hoped 
will help practitioners and organisations in their efforts to incorporate clinical 
supervision into everyday practice. Progress with implementation of clinical 
supervision is also discussed. The sparse empirical evidence on outcomes is 
discussed elsewhere in the book. However, given that programmes are gener- 
ally in the early stages of development and of variable quality it is understand- 
able that, at the time the review was undertaken, there was little evidence of 
significant benefit. 


Overview of the current provision of clinical supervision 


Availability of clinical supervision 


Brocklehurst (1996, 1997a,c) conducted postal surveys of trust nurse execu- 
tives in three English regions. He reported that clinical supervision was avail- 
able to some nurses in approximately 85-90 per cent of trusts. In the majority 
of cases developments were at the pilot phase with access limited to a 
minority of staff. Similar findings were reported from a large postal question- 
naire survey of nurses in five trusts which found that 29 per cent of respon- 
dents worked within a structure whereby they had an identified clinical 
supervisor (Fowler and Chevannes, 1998). 

Brocklehurst reported that the health authorities in his survey viewed raising 
awareness on clinical supervision amongst nurses in general practice as their 
highest priority. Limited written and anecdotal evidence suggests that there is 
very little progress with regard to implementing clinical supervision in nursing 
homes despite the call for such systems (Brocklehurst, 1997b; Masterson, 
1997). 

There is some evidence to suggest that access to clinical supervision varies 
between staff groups and types of units. In the main it is in mental health and 
learning disability trusts/units that clinical supervision appears to be more 
established (Brocklehurst, 1997a,c; Redfern et al., 1997). 

Similarly staff in innovative/progressive units, such as nursing development 
units, may have greater access to clinical supervision than other nursing units, 
probably because they tend to be used as test beds for new developments 
(Redfern et al., 1997). 
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Barriers to the uptake of clinical supervision 


The findings from the review of the literature indicate that a range of factors 
appear to impede the successful implementation of clinical supervision includ- 
ing time constraints, low priority ascribed to clinical supervision, lack of super- 
visors, major trust reorganisations, loss of leader/driving force and shortage of 
suitable accommodation for holding meetings. Some constraints appear to be 
initial operational problems whereas others, such as time constraints, organisa- 
tional instability and loss of a leader could jeopardise the initial success of 
initiatives and the long-term sustainability of clinical supervision. 


Time constraints 


The most common problems reported with setting up clinical supervision were 
time constraints owing to workload, staff shortages, increased activity in con- 
tracts and trust reorganisations (Johns, 1996; Scanlon and Weir, 1997; Bishop, 
1998). Time constraints also occur due to clinical supervision being ascribed a 
low priority (Scanlon and Weir, 1997; Johns, 1996, 1997). 

There is some resistance, particularly in the acute sector, to protecting time 
allocated to clinical supervision (Lilley, 1996; Johns, 1997; May et al., 1997; 
Nicklin, 1997; Sams, 1997; Bishop, 1998). Nurses and health visitors fre- 
quently utilise their own time for meetings (Lilley, 1996; Marrow et al., 1997; 
May et al., 1997; Nicklin, 1997). Bishop (1998) reported that 75 per cent of 
community trusts and 60 per cent of mixed trusts achieve having clinical 
supervision during work time but only 40 per cent of trusts in the acute sector 
manage this. Replacement cover appears to be only considered for releasing 
supervisors for training and in some cases to fulfil their supervisory role 
(Bulmer, 1997; Lilley, 1996; Sams, 1997). 


Resistance to clinical supervision 


Wilkin et al. (1997) suggest that resistance is an unavoidable part of change 
and advocate acknowledging this as part of the process of implementation. 
Resistance appears to arise from lack of knowledge of the purpose and nature 
of clinical supervision (May et al., 1997; Sams, 1997; Bishop, 1998; Cutcliffe 
and Proctor, 1998). Managers are unsure of how it ‘fits’ with service priorities 
and question the time and cost needed for implementation (Bishop, 1998). 
Practitioners’ reasons for not attending supervision include distrust of super- 
visor, not perceived as needed, not perceived as a high priority as well as staff 
shortages (Sams, 1997). There is some evidence that supervisees feel guilty 
about ‘taking the time out’ for clinical supervision (Johns, 1997; Bishop, 1998). 

Active measures to overcome avoidance techniques include discussing this 
issue prior to commencing the supervisory relationship so that the supervisor 
is aware of and can challenge possible avoidance techniques in the supervisee 
(Wilkin et al., 1997). Johns (1996) suggests that the importance of frequency 
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and commitment to supervisory meeting need to be reinforced. Furthermore 
any implementation strategy requires the commitment of time and resources 
for raising staff awareness with information workshops or ‘roadshows’ and 
information leaflets (Bulmer, 1997; May et al., 1997; Sams, 1997; Cutcliffe 
and Proctor, 1998a,b). Supervisees need preparation which aims at enabling 
them to participate and to gain maximum benefit from clinical supervision 
(Butterworth et al., 1997; Fyffe, 1997 and Sams, 1997). Unfortunately training 
practitioners to be ‘good supervisees’ has been largely neglected (Bulmer, 
1997). 


Leadership 


Limited evidence indicates that success in implementing and sustaining 
clinical supervision is often dependent on the commitment and motivation of a 
single individual or small group within an organisation (Johns, 1996, 1997; 
Dunn and Bishop, 1998). 


Shortage of supervisors 


Lack of supervisors with the necessary skills is a frequently reported problem, 
which can result in some supervisors having to provide supervision to rather 
too many supervisees (Bulmer, 1997; Butterworth et al., 1997; Scanlon and 
Weir, 1997; Bishop, 1998). The hierarchical nature of nursing appears to be a 
barrier in the identification and selection of suitable supervisors (Bishop, 
1998). This problem appears to be bound up with introducing hierarchical 
systems of clinical supervision that mesh with the hierarchical structures 
within nursing. Senior staff, usually nurse or non-nurse line managers, in some 
cases become the supervisors for junior staff, particularly in one-to-one super- 
vision. Many authors have suggested that this is inappropriate (Swain, 1995; 
Brocklehurst, 1997b; Bulmer, 1997; Redfern et al., 1997; Scanlon and Weir, 
1997; Davidson, 1998). Consequently, managers need to look beyond suggest- 
ing that clinical staff have their line manager as their supervisor. 

Training more junior nurses, such as E grades, has proved successful 
(Bulmer, 1997). An organisational strategy is needed to identify, on a multi- 
professional basis, the personnel with the necessary clinical and supervisory 
skills (Scanlon and Weir, 1997), and such possible strategies have been 
outlined in the preceding chapters. 


Environment 


A frequently mentioned problem was inappropriate environmental conditions, 
which adversely affected the success of supervision meetings. These included 
lack of suitable accommodation in clinical areas or holding meetings too close 
to units, which increases the likelihood of being interrupted and distracts 
supervisees, who often feel uncomfortable about leaving their colleagues to 
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get on with the work (Johns, 1996, 1997; Butterworth et al., 1997; Fyffe, 
1997; May et al., 1997; Bishop, 1998; Dunn and Bishop, 1998). Removal of 
educational facilities from trust sites is quoted as one source of this problem 
(Bishop, 1998). However, inappropriate accommodation and being disturbed 
during meetings may be a transient problem, which resolves itself when a pro- 
gramme is well established (Scanlon and Weir, 1997). 


The quality of clinical supervision 


The nature of clinical supervision meetings 


Trust nurse executives believe that the main purpose of clinical supervision is 
for the professional development and support of staff (Brocklehurst, (1997c). 
How supervision programmes aspire to meet these objectives varies between 
settings. Two principal and polarised types of supervision were identified in 
this review whereby the focus is either on caseload management or the 
meetings concentrate on an in-depth exploration of the practitioner’s practice. 


Focus on caseload management 


One approach to supervision sessions concentrates exclusively on case pre- 
sentations and general caseload issues (Dudley and Butterworth, 1994; Swain, 
1995; Scanlon and Weir, 1997; Scott, 1997; Davidson, 1998). Here the focus 
is mainly centred on patient treatment pathways (e.g. how care could be 
planned differently and what options are open to the practitioner). This 
appears to happen because the meetings are structured with this purpose in 
mind rather than arising out of the supervisees’ inexperience. Where one-to- 
one supervision focuses on case management, it appears to share similar pro- 
cesses and dynamics to management supervision. Limited evidence suggests 
that there is a tendency for this to occur where other forms of staff support 
and monitoring systems are absent (Swain, 1995; Scanlon and Weir, 1997; 
Scott, 1997). Furthermore, it appears that clinical supervision takes this format 
in organisations where it is perceived as being already established (Swain, 
1995; Sams, 1997; Scanlon and Weir, 1997; Davidson, 1998). There is some 
suggestion that non-threatening issues, such as case conferences, have to be 
discussed during group supervision sessions because group members may not 
feel secure enough to share experiences (Fyffe, 1997; Johns, 1997). 


Focus on needs identified by the practitioner 


The literature also provides examples of where group and one-to-one sessions 
have a different focus. The meetings are practitioner-led and topics discussed 
include: conflict with nursing or medical colleagues; caring issues grounded in 
doubt or concern; issues arising from interactions with relatives and carers; and 
issues relating to the therapeutic relationship between client and practitioner 
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(Johns, 1996, 1997; Cutcliffe and Burns, 1998; Cutcliffe and Epling, 1997; 
Jones, 1995, 1997; Scanlon and Weir, 1997). In such cases the supervisor 
appears to be more challenging of the process of practice itself. The imple- 
mentation of clinical supervision on a pilot basis in acute and community 
trusts appears to be more practitioner orientated (Swain, 1995; Johns, 1996, 
1997; Butterworth et al., 1997; Fyffe, 1997). In the acute sector roll-out of 
supervision programmes following a pilot also tend to be practitioner orien- 
tated (Bulmer, 1997; Roden, 1997; Dunn and Bishop, 1998). 


Organisation and process factors 


Supervisor training: current provision 


The success of clinical supervision is greatly dependent on the supervisor 
(Roden, 1997; Bishop, 1998). Supervisor training is identified as crucial to the 
success of clinical supervision (Johns, 1996, 1997; Bulmer, 1997; Fyffe, 1997; 
Roden, 1997). However, where training occurs it varies in both nature and 
duration. Programmes are reported to range from half-day seminars to univer- 
sity courses (Swain, 1995; Brocklehurst, 1997a,c; Bulmer, 1997; Butterworth 
et al., 1997; Fyffe, 1997; Roden, 1997; Sams, 1997; Bishop, 1998; Davidson, 
1998). Empirical evidence is currently lacking on the efficacy of the range of 
preparation modes available for supervisors. Cutcliffe (1997) suggests there is 
a need to examine whether there is a correlation between the level of intensity 
of supervision training given and the extent of positive outcomes. Clinical 
supervision is a specific skill, so it is reasonable to expect that if a nurse 
receives insufficient or inadequate training, then the quality of their super- 
vision would be incapable of producing change in the supervisee such as an 
improvement in the supervisee’s mental well-being (Cutcliffe, 1997). Limited 
evidence suggests that in cases where models of clinical supervision resemble 
management supervision or IPR, supervisors usually have not had any training 
(Swain, 1995; Scanlon and Weir, 1997). 


Supervisors as supervisees 


Supervisors require an awareness of their own attitudes and how this might 
influence the supervisory relationship (Johns, 1996, 1997; Fyffe, 1997). It is 
proposed that supervisors should have experienced clinical supervision with an 
experienced facilitator (Johns, 1996, 1997; Fyffe, 1997). In the major study 
conducted by Butterworth et al. (1997) a trend towards increased psychological 
distress was observed in a group of supervisors who did not receive super- 
vision. This phenomenon was not observed in supervisors who were also 
supervisees. Bulmer (1997) found that supervisors need continuing support 
after the initial training programme. Unfortunately strategies to implement 
clinical supervision do not always include systems for ongoing formal 
or informal support mechanisms for supervisors (Swain, 1995; Bishop, 1998). 
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Supervisory relationship 


The central role of the supervisor is to work with the practitioner towards 
enabling the achievement of desirable/effective work (Johns, 1996, 1997). 
Supervisors need good facilitative skills (Johns, 1996, 1997, Cutcliffe and 
Burns, 1998; Cutcliffe and Epling, 1997; Fyffe, 1997; Roden, 1997; Scanlon 
and Weir, 1997; Dunn and Bishop, 1998). Johns (1997) developed a model to 
describe this relationship based on the core concept of ‘being available’. The 
elements of this template of ‘being available’ are essentially the same as the 
therapeutic relationship between the supervisor and practitioner/supervisee 
identified by other authors (Bulmer, 1997; Butterworth et al., 1997; Cutcliffe 
and Epling, 1997; Fyffe, 1997; Roden, 1997; Scanlon and Weir, 1997). He 
suggests that the following elements influence the extent to which the practi- 
tioner/supervisor is available to work with another practitioner within the 
context of guided reflection (Johns, 1996, 1997): 


positive regard; 

knowing the practitioner; 

responding with an appropriate helping style; 
knowing and managing self within a relationship. 


Positive regard 


The supervisor must believe that the supervisee has the potential to grow and 
develop, otherwise the supervisor cannot empower the supervisee (Johns, 
1997). Equally the supervisee must be committed to the process of super- 
vision. 


Knowing the practitioner 


Farkas-Cameron (1995) identified four key stages in the development 
process of the supervisory relationship as: (a) pre-interaction stage; (b) intro- 
ductory stage; (c) working stage; (d) termination stage. A working stage is 
established when the supervisee and supervisor can openly relate to each 
other. Trust emerged as an essential requirement for disclosure in the super- 
visory relationships (Bulmer, 1997; Fyffe, 1997; Roden, 1997; Scanlon 
and Weir, 1997). Enabling a trusting relationship is viewed as dependent 
on the skills of the supervisor. The contract emerged as the initial process 
by which a trusting relationship could develop. Contracting allows the 
boundaries and parameters of the relationship to be made explicit. Issues of 
accountability and responsibility could be thrashed out (Fyffe, 1997; Roden, 
1997). 

Confidence in the confidentiality of the meetings is the cornerstone to 
building up a trusting relationship where disclosure is ‘okay’ (Johns, 1996, 
1997; Fyffe, 1997; Roden, 1997; Scanlon and Weir, 1997). 
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Confidentiality and accountability 


Cutcliffe et al. (1998a,b) reported on the dilemma of when the confidentiality of 
the meetings needs to be compromised as disclosures warrant being taken up by 
the relevant employer or the UKCC. Would failure to inform constitute an act of 
negligence on the part of the supervisor? In such cases the normative function of 
supervision is active with the supervisor encouraging the supervisee to consider 
his/her professional ethics and standards of practice (Cutcliffe et al., 1998a,b). 
The supervisors’ facilitative skills emerged as an important theme whereby the 
supervisor needs to enable supervisees to identify problems themselves and 
initiate corrective action with the supervisor monitoring progress. The issue 
remains, however, of what happens if the supervisee fails to take corrective 
action. 


Knowing the practitioners’ practice 


A recurring theme is the need for the supervisee and supervisor to share a 
common set of beliefs and values, a common ‘philosophy’ so to speak (Fyffe, 
1997; Scanlon and Weir, 1997). Supervisors need to understand the nuances of 
practice as a necessary starting point if they are to be facilitative and offer alter- 
native views. Whether the supervisor needs to have more knowledge and skills 
than the supervisee seems to be dictated by the supervisee’s individual needs or 
the mode of supervision (Bulmer, 1997; Fyffe, 1997; Johns, 1996, 1997; Roden, 
1997). Bulmer (1997) found that nurses did not deem it necessary that super- 
visors knew more than they did. Fyffe (1997) reported that some supervisees felt 
that it was sufficient for the supervisor to be a nurse. For mental health nurses 
the criteria for picking a supervisor relates to their facilitative skills and knowl- 
edge of the therapeutic relationship between counsellor/clients rather than their 
professional background (Thomas and Reid, 1995; Scanlon and Weir, 1997). 
Other evidence suggests that peer group supervision can function with external 
facilitators where their expertise in group dynamics and management is required 
rather then their clinical expertise (Dudley and Butterworth, 1994; Johns, 1996, 
1997; Sams, 1997). However, the possibility of internal supervision lacking 
objectivity should be acknowledged (Fyffe, 1997; Johns, 1996, 1997; Scanlon 
and Weir, 1997). Supervisees or supervisors may have the same ‘blind spots’ 
and/or lack vision to see other ways of doing things. 


Responding with an appropriate helping style 


Supervisees need to feel that the supervisor is not judging them (Bulmer, 
1997; Fyffe, 1997; Roden, 1997). There is a growing body of evidence that 
clinical supervision can and is expected to raise supervisee anxiety/stress 
(Johns, 1996, 1997; Sams, 1996; Roden, 1997; Fowler and Chevannes, 1998). 
Sams (1996) suggests that when clinical supervision is incorporated into 
one’s practice this new way of working will initially increase stress in the 
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practitioner. Johns (1996) reported that ward sisters experienced stress when 
trying to work in new and better ways as a result of clinical supervision. 
Supervision didn’t relieve the sources of stress but it did help them to grasp 
and take control of situations. In some supervisees it helped to promote asser- 
tive action, which the author asserts may in itself be stressful because of the 
uncertainty regarding how others might react to this new action. 

These examples throw up pertinent questions. Is it an integral part of super- 
vision that the practitioner feels stressed, especially when inexperienced in the 
technique? Is it an indication that the balance of support and challenge is not 
quite right in the supervisory meeting? If stress persists is it an indication that 
supervisees are not receiving the right kind of clinical supervision for them, as 
suggested by Fowler and Chevannes (1998)? 


Knowing and managing self within a relationship 


Some clinical supervisors, both nurses and non-nurses, also hold line manage- 
ment responsibilities (Brocklehurst, 1997a; Bulmer, 1997; Redfern et al, 
1997; Scanlon and Weir, 1997). This finding can be partly explained in 
the pilot sites where clinical supervision is introduced initially to senior 
nursing staff before being rolled out, and many trusts are still at this stage 
of development (Brocklehurst, 1997a; Bulmer, 1997; Fyffe, 1997; Master- 
son and Cameron, 1997). The review indicated that there is a substantial 
argument highlighting the difficulties of clinical supervisors also holding a 
managerial responsibility over the people who they were supervising. 
Managers who are supervisors tend to impose their agenda during supervision 
sessions, have problems being facilitative rather than directive and blur the 
boundaries between the two practices (Johns, 1996, 1997; Butterworth et al., 
1997; Scanlon and Weir, 1997). Scanlon and Weir (1997) also reported that 
line manager supervisors were perceived to lack insight into practitioners’ 
practice. 


Record-keeping 


Johns (1996, 1997) advocates note-taking as an essential part of supervision. 
The merits of note-taking include improved continuity of sessions, enhancing 
the reflective skills of the supervisee, confronting the practitioner with issues 
that might have been defended against within an oral mode, to enable the 
supervisor to highlight key issues and as a reflective performance review. 
Johns (1997) has developed a model of structured reflection to guide reflective 
writing and practice. In the main few supervisees appear to keep comprehen- 
sive records (Johns, 1996, 1997; Bulmer, 1997). At the time of the review, 
there was little discussion regarding the legal standing of clinical supervision 
records apart from Dimond (1998a,b). However, more recently, Cutcliffe 
(2000) has examined issues of documentation in clinical supervision. He points 
out that there appear to be three principal discrete positions 


134 Annette Gilmore 


e the supervisor records minimum data to meet the needs of audit; 

e the supervisee makes extensive notes for his/her learning journal, reflec- 
tive diary and 

e the supervisor records headings or key words to be used as an aide 
memoire. He concludes with five key points: 

e Decisions on what records are to be maintained in clinical supervision 
need to be negotiated in the initial session and made explicit in the super- 
vision contract. 

e Choosing the option of minimal records perhaps helps the supervision to 
steer clear of becoming too supervisor-led and avoids overlapping the 
boundaries of managerial supervision. 

e If the supervisor feels his/her only course of action is available is to pre- 
scribe a course of action, it would be reasonable to record the details of 
this advice (and inform the supervisee of this possibility at the contracting 
stage). 

e Reflective diaries and learning journals are a helpful, enabling tool 
designed to enhance nurses? professional development, not a covert 
method of eliciting incriminating evidence, and their use as an adjunct to 
supervision should be encouraged. 

e Lastly, while some supervisors may feel the need to keep notes of key 
words or headings, these should be used with caution and an awareness 
that the supervisee should set the agenda and retain the control. 


Moving forward 


Sustaining momentum 


The Department of Health and the UKCC have made considerable efforts to 
raise the profile of clinical supervision among practising nurses and health 
visitors. This strategy included a national workshop for trust nurse executives, a 
national clinical supervision conference for the profession and a multi-site eva- 
luation research project (Butterworth et al., 1996). Early in 1997 the Department 
of Health made available 1.6 million pounds on a non-recurrent basis to 
promote initiatives in nursing in the NHS in England (Action Agenda on 
Nursing) (Brocklehurst, 1997a). About half of the total was earmarked to help 
the profession move forward with clinical supervision. Likewise the UKCC, 
through its advisory role, actively encourages the implementation of clinical 
supervision to promote and maintain standards of care (UKCC, 1995, 1996). 
However, clinical supervision is neither widely available nor of predictable 
quality. Further measures of continuing support and encouragement will be 
required if it is to become a reality for practitioners. A feasible model has 
evolved in Wales where clinical supervision projects received funding via 
money allocated to promote and sustain ‘clinical effectiveness’ initiatives. 
Linking clinical supervision to ‘clinical effectiveness’ initiatives has the advan- 
tage of ensuring the long-term sustainability of the initiative. The evidence 
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indicates that any moves towards making clinical supervision a statutory 
requirement would be inappropriate in the current climate. Staff are the best 
ambassadors for the development of high quality and appropriate clinical super- 
vision programmes as monitoring of quality supervision may be gauged by 
staff demand for it (Fyffe, 1997; Scanlon and Weir, 1997; Roden, 1997; Dunn 
and Bishop, 1998). However, a stumbling block is the difficulty in determining 
need for clinical supervision without having a reasonable level of knowledge 
and insight into the concept (Fyffe, 1997; Scanlon and Weir, 1997). Where 
clinical supervision strategies have been well planned and co-ordinated by an 
identified committed person or team the results are encouraging (Fyffe, 1997; 
Roden, 1997; Dunn and Bishop, 1998). Success appears to be influenced by 
thorough planning and organisation, making staff knowledgeable about the 
nature and potential benefits of supervision, staff ownership, attention to the 
training needs of supervisors and supervisees, and quality supervisors (Bulmer, 
1997; Fyffe, 1997; Roden, 1997; Sams, 1997; Dunn and Bishop, 1998). 


Organisational commitment 


In the main, costing of clinical supervision has received little attention (Lilley, 
1996; Brocklehurst, 1997c; May et al., 1997; Nicklin, 1997). Few trusts 
include clinical supervision in their corporate agenda or business plans 
(Butterworth et al., 1997; Bishop, 1998). It could be argued that if clinical 
supervision is to become part of a practitioner’s everyday practice then the 
activity warrants no special costing. It does, however, involve building time 
into practitioners’ workload schedules for preparing for and attending 
meetings. The limited consideration given to costs and staff time needed for 
clinical supervision may simply signal the low priority this initiative holds in 
cash-strapped trusts (Brocklehurst, 1997c). 


Process of clinical supervision 


Two categories of clinical supervision have evolved. In the first case a non- 
threatening approach is used whereby case conferences or caseload matters are 
the focus and practitioners receive support and guidance concerning how they 
are performing and with the development of future plans. Where ‘one-to-one 
supervision’ follows this format it is similar to management supervision for 
the purposes of satisfying the information needs of line managers. At another 
level clinical supervision aims to unravel the supervisee’s practice at a micro 
level. In such instances the practitioner dictates the agenda. 


‘Clinical supervision by any other name’ 


The variable nature of clinical supervision meetings needs further exploration. 
The ultimate purpose in both cases appears to be similar but the means of 
achieving this are different. Since the process and content of these two 
systems are very different, can they both be termed clinical supervision? Can 
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or should the same outcomes be expected from the two types of supervision? 
There is some evidence that these two types fulfil different needs of practi- 
tioners, each of paramount importance. Scott (1997, 1998) explored the 
support needs of health visitors in undertaking child abuse work as part of 
their practice. Interviewees identified two levels of support they required: 
support and guidance concerning how they were performing in their role and a 
need for supervision which allowed them to explore their feelings, knowledge 
and practice in a safe supportive environment (Scott, 1997, 1998). 

Fowler and Chevannes (1998) warn against insisting on reflection as an 
integral part of all forms of clinical supervision. Clinical supervision is 
proposed as a way of ‘harnessing’ reflective practice, but reflective practice 
need not always be an integral part of the process. Reflection must involve 
the ‘self? and must lead to a changed perspective (Atkins and Murphy, 1993; 
Johns, 1998; Lumby, 1998). However, an inappropriate model of clinical 
supervision is likely to be resisted or have minimal impact (Fowler and Che- 
vannes, 1998). They suggest that some practitioners may not be able to cope 
with such intense scrutiny of themselves and their work. Furthermore, if the 
supervisee is inexperienced clinically then reflection may be an inappropriate 
and frustrating method. A more directive teaching programme may be more 
effective, such as preceptorship, or one which can progress into clinical super- 
vision when the practitioner is more experienced. Hawkins and Shohet (1989) 
suggest that new supervisees need to start with most of the supervision 
focusing on the content of their work with the client and the detail of what 
happened in the session. 


Standards promotion and the clinical supervision process 


Clinical supervision is described in terms of its potential to assist practitioners 
to be accountable yet there is currently only limited evidence that explores 
how the quality control aspect of clinical supervision links with its supportive 
and professional development functions. Integrating reflective reviews into the 
clinical supervision model maintains the practitioner-led focus, yet has the 
potential to ensure the quality assurance or ‘normative’ function of clinical 
supervision receives satisfactory but not excessive or improper attention within 
the supervision space. It can be argued that through this self-regulatory frame- 
work practitioners are pro-active in taking responsibility for monitoring and 
maintaining their standard of practice as envisaged by the UKCC (UKCC, 
1995, 1996). 


Conclusion 


As a result of conducting this literature review, the UKCC re-examined their 
position on clinical supervision and reiterated the key points identified in the 
1996 position statement. 

These key statements are summarised as: 
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Key statement 1 


Clinical supervision supports practice, enabling practitioners to maintain and 
promote standards of care. 


Key statement 2 


Clinical supervision is a practice-focused, professional relationship involving a 
practitioner reflecting on practice guided by a skilled supervisor. 


Key statement 3 


The process of clinical supervision should be developed by practitioners and 
managers according to local circumstances. Ground rules should be agreed so 
that practitioners and supervisors approach clinical supervision openly, confi- 
dently and aware of what is involved. 


Key statement 4 


Every practitioner should have access to clinical supervision. Each supervisor 
should supervisee a realistic number of practitioners. 


Key statement 5 


Preparation for supervisors can be effected using ‘in-house’ or external educa- 
tion programmes. The principles and relevance of clinical supervision should 
be included in pre- and post-registration education programmes. 


Key statement 6 


Evaluation of clinical supervision is needed to assess how it influences care, 
practice standards and the service. Evaluation systems should be determined 
locally. 

The position statement also includes the UKCC’s (1996, p3) perception of 
what clinical supervision is, namely: 


Clinical supervision brings practitioners and skilled supervisors together to 
reflect on practice. Supervision aims to identify solutions to problems, 
improve practice and increase understanding of professional issues. 


Clinical supervision is not a managerial control system. It is not therefore: 
e the exercise of overt managerial responsibility or managerial supervision; 


e a system of formal individual performance review; 
e hierarchical in nature. 
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The UKCC (1996, p3) concludes by stating that it: 


endorses the establishment of clinical supervision in the interests of main- 
taining and improving standards of care in an often uncertain and rapidly 
changing health and social care environment. The UKCC commends this 
initiative to all practitioners, managers and those involved in negotiating 
contracts as an important part of strategies to promote high standards of 
nursing and health visiting care into the next century. 
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10 Implementing clinical 
supervision in a large acute 
NHS trust 


Starting from scratch 


Liz Williamson and Gale Harvey 


Editorial 


This chapter focuses on the attempts to introduce clinical supervision within a 
large NHS acute trust. It incorporates honest and open reflections which offer 
an insight into the thoughts, feelings and behaviours of two nurses as they 
tried to introduce supervision. The chapter describes the particular steps taken 
in this process including the pilot project, the pilot phase and the evaluation of 
this pilot. It also highlights the second phase of implementation and considers 
the future for clinical supervision within the trust. 

Current evidence indicates that the practice of clinical supervision appears 
to be less widespread within general nursing than it is in some other special- 
ities of nursing, e.g. mental health. Whatever the reasons for this disparity, 
this chapter indicates that the benefits of receiving clinical supervision are just 
as real for general nurses as they are for any other nurse. Despite the growing 
awareness of these benefits, there is still evidence that suggest a reluctance (of 
some) to engage in clinical supervision. Concerns appear to centre on the lack 
of time and resources, in addition to the degree of apprehension regarding 
examining one’s practice in the company of another. We believe that many of 
these concerns are best overcome by experiencing high quality clinical super- 
vision for oneself. Thus maybe practice development/clinical supervision co- 
ordinators should think of ways that these initial, embryonic experiences can 
be brought about. 


Introduction 


Back in 1996, nurses within the authors’ Trust were waking up to the fact that 
clinical supervision was not going to go away and there just might be some- 
thing in it for general nurses. This chapter will provide an insight into how 
implementation of clinical supervision has been approached within the Trust 
and also some reflections of the ‘if only’ kind which only come with hind- 
sight. It is not meant to be an academic account of project planning, change 
management or even clinical supervision itself. It is a largely personal account 
of the process, the learning, the mistakes, the successes and the outcomes of 
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our humble efforts at implementing clinical supervision — warts and all! Con- 
sequently, the chapter includes personal reflections in order to enhance the 
understanding and provide a truer picture of some of the difficulties of imple- 
menting supervision. 


Background 


Nottingham City Hospital NHS Trust is a large teaching hospital in the East 
Midlands. It provides general services to a population of around 500,000 
people and specialist services for a much larger population. Around 1600 
nurses and midwives are employed by the Trust in a wide range of specialities 
including renal, paediatrics, oncology and palliative care, cardiology, gastroen- 
terology, neonates, cardiothoracics, obstetrics, sexual health, urology, burns 
and plastics, as well as other general and critical care services. 

The initial interest in clinical supervision within the Trust in 1997 largely 
came about as a result of the publication of the position paper from the 
UKCC (1996) and also the increasing emphasis in other national initiatives, 
such as A Vision for the Future (Department of Health, 1993). 

At this time, the authors were working clinically in our respective wards 
(general surgery and burns). The first author was also working on other Trust- 
wide projects and the opportunity arose to lead the implementation project for 
clinical supervision. 


Personal reflection (first author) — the beginnings 


I had very little idea about what I was taking on, and I had no experience of 
clinical supervision at the time, only a little knowledge from what I had read in 
the literature. However, this was clearly a very valuable opportunity, both per- 
sonally and professionally, and one I wasn’t about to pass up. Looking back, I 
realise how naive I was about the magnitude of the task ahead — it is probably 
a good job that I didn’t know as I might have been tempted to say no! I began 
to read as much as I could about clinical supervision and I soon began to 
realise the potential for nurses and nursing that clinical supervision could 
have. 1 also realised that I would have to battle with hearts and minds and 
that something approaching a cultural revolution would be required for 
clinical supervision to become embedded in the organisation.’ 

Once a project leader had been appointed, we needed to establish what the 
current levels of knowledge and experience of clinical supervision were within 
the Trust, and also what level of priority nurses gave to its implementation. A 
simple questionnaire was designed and circulated widely within the Trust. The 
response rate of 75 per cent was heartening. The questionnaire helped to ascer- 
tain the level of understanding of clinical supervision, and the current level of 
activity in the Trust. It also ascertained the level of priority which general 
nurses within the Trust felt clinical supervision should have. Although it 
didn’t reveal any great surprises, it was a useful, if rather crude, exercise as a 
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starting point. Many wards felt they were already ‘doing it’ through formal 
and informal networks and appraisals systems at ward level; however, the 
knowledge questions demonstrated a lack of understanding as to the true 
nature of clinical supervision and revealed widespread misconceptions about 
what clinical supervision is and what it is not. Using a more formal definition 
of clinical supervision, only two nurses (both working in a counselling-type 
role) were identified as receiving ‘formal’ supervision. Interestingly, those 
who demonstrated a higher level knowledge about clinical supervision gener- 
ally gave it a greater priority than those with poorer knowledge levels. 
Overall, there did seem to be a genuine level of interest in and priority for 
clinical supervision within the Trust. This gave us hope for the implementation 
project, whilst also raising our awareness about the lack of knowledge and 
misconceptions surrounding clinical supervision within the Trust back in 1997. 
We would have to ensure that knowledge levels increased within the Trust if 
we were to have any chance of long-term success. 


Working group 


Once the initial ground work had been completed, and the magnitude of the 
challenge was beginning to emerge, it became apparent that it would be 
neither advisable nor feasible for one person to take on the challenge alone. A 
working group, drawn from across the hospital, utilising what experience we 
did have of clinical supervision, seemed to be the best way to take the imple- 
mentation project forward. The working group consisted of nurses from across 
the Trust — a senior nurse (practice development), a nurse manager, a nurse 
specialist (both of whom had personal experience of receiving supervision), a 
senior nurse (paediatrics), a staff nurse, a senior staff nurse (the second 
author) and a ward sister. Our remit at the start of the project was rather hazy 
and broad — to implement clinical supervision within the Trust. Easy to say; 
rather less easy to do! We had no pre-agreed terms of reference, so our first 
two meetings revolved around establishing our priorities and drawing up a 
work plan. Given that clinical supervision was an unknown entity within the 
Trust, a project to pilot a framework and approach to clinical supervision was 
proposed. 


Personal reflection (second author) — getting involved 


‘What sparked my interest in clinical supervision was undertaking the NOI 
Counselling course in 1996. It really helped me to see how reflective practice 
worked in action to increase self-awareness and knowledge and could provide 
a valuable tool for professional development. I was also aware of the growing 
interest nationally in clinical supervision and so I contacted the Practice 
Development to find out what was happening within the Trust. Perfect timing! 
A working group was being formed to begin the process of looking at clinical 
supervision with the eventual aim of designing an implementation project 
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plan. Given my interest in clinical supervision I was pleased to be asked to 
join the working group.’ 

All the group underwent a comprehensive reading programme around 
clinical supervision, particularly about implementation and evaluation. At the 
time the project started, much of what was being published about clinical 
supervision was rather theoretical and more focused on the ‘what’ of clinical 
supervision, rather than the ‘how’. What we felt we really needed was to talk 
to others in the same positions, but preferably further along in terms of imple- 
mentation. This opportunity arose through various conference attendances 
during early 1997. Particularly informative was an RCN conference in May 
1997 in Birmingham, which focused almost entirely on implementation and 
‘real issues’. A number of the speakers had implemented clinical supervision 
within similar but smaller trusts, and their experiences and reflections proved 
extremely helpful in focusing our thinking and clarifying some lingering diffi- 
culties the group were having (mostly around who should act as supervisor 
and the provision of training for all involved in supervision). 

It became apparent early on that we had a huge task on our hands and all the 
working group were already very busy people. As the senior nurse (practice 
development) was already fully committed on other projects, we realised that 
we needed someone committed to the idea and ideals of clinical supervision to 
assist with the project and who could dedicate his or her time to the pilot. 
However, at this early stage, there wasn’t the level of commitment within the 
Trust to fund such a position, and so the proposal was put on hold. 


Educational input 


One of the biggest hurdles for the most of the working group to overcome was 
their own lack of experience and some lingering misconceptions around what 
clinical supervision was and wasn’t. One of the ways this was addressed was 
through an education programme — a double module on clinical supervision 
offered by our local education provider, the University of Nottingham. This 
eight-day double module was delivered by two mental health nursing tutors, 
both of whom have considerable experience of giving, receiving and teaching 
clinical supervision (see Chapter 5). The course was very useful in providing 
the working group with a good grounding in the theories surrounding clinical 
supervision and also providing the opportunity to practise some of the skills 
vital for supervision. It also increased the confidence of the group that we 
were thinking broadly along the right lines. 


Raising awareness 


The first questionnaire gave us a overview of the level of knowledge about 
clinical supervision within the Trust. There were many misunderstandings 
and misconceptions identified, so one of the first tasks we charged ourselves 
with was to raise the levels of awareness and understanding about clinical 
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supervision. We decided to start with a ‘big splash’ to get the ball rolling and 
looked around for a suitable speaker. One of the working group had recently 
met Brigid Proctor, and, given her ‘special’ place in the world of clinical 
supervision through her model of supervision (Proctor, 1986), she seemed the 
ideal candidate. She very kindly agreed to speak to a special evening session 
of the Nursing Forum in October 1997. The forum was set up in February 
1996 as an informal meeting of nurses and midwives within the Trust to 
discuss and debate current and interesting topics in nursing and health care. 
Brigid gave a very informative overview of her vision of what clinical super- 
vision was, and two of the working group also spoke — one presented her 
experiences as a ‘receiver’ of supervision, and one presented the findings of a 
small research dissertation on perceptions of clinical supervision within a 
small team of specialist nurses. The forum was very well attended and extre- 
mely successful in helping to raise awareness and even start the conversion 
process for some of the ‘non-believers’! 

Members of the working group also attended ward and directorate meetings 
to spread the word about clinical supervision, informing people of issues 
involved, such as why it was important, and what the purposes and benefits 
were. This double-handed approach was vital in raising awareness about 
clinical supervision and really putting it (and keeping it) on the nursing 
agenda. At this time, there were many lingering doubts about the benefits of 
supervision and real concerns about the time and resource commitment neces- 
sary to implement clinical supervision. 


Drawing up the framework 


Taking into account the level of knowledge about clinical supervision at the 
time, the working group decided to develop a framework for clinical super- 
vision (see Figure 10.1). This allowed us to illustrate the principles and 
benefits of, and commitment for, clinical supervision, in an broad, overarching 
philosophy/statement of intent, which would allow individual needs of super- 
vision to be developed and met, and thus had a ‘bottom up’ rather than ‘top 
down’ approach. This framework/philosophy approach was used instead of the 
more usual formal policy statement and content, which can be rather dry and 
off-putting for many nurses. The type of supervision adopted was very firmly 
in the consultation supervision mode, as opposed to managerial supervision 
(van Ooijen, 2000), which many nurses were already getting in the form of 
formal, annual appraisals. The framework clearly articulated what clinical 
supervision should be, and importantly, what it is not. The framework clearly 
separates clinical supervision from appraisals, disciplinary matters, or any 
other ‘management’ issues. Confidentiality between the supervisee and super- 
visor is stressed, within agreed boundaries (e.g. Code of Professional 
Conduct). The mode of supervision offered during the pilot was one-to-one — 
this was primarily a reflection of the lack of experience of most of the pilot 
supervisors: the skills reguired for good group supervision are more advanced 
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e very nurse and midwife should have access to clinical supervision. 

e There will be a high degree of supervisee choice — of supervisor, and of 
the content, form and frequency of sessions. 

e Various forms of supervision are offered, one-to-one is the most common 
but group, peer and network forms of supervision are also offered, accord- 
ing to the needs of the supervisee(s) and the availability of skilled super- 
visors. 

e Clinical supervision is clearly separate from appraisals, disciplinary, 
grading or other ‘management’ issues. 

e All supervision participants will agree a written contract of what is 
expected from both parties, including confidentiality (and the boundaries), 
record keeping, frequency, cancellations, etc. 

e The specific contents of the supervision session will be kept strictly confi- 
dential between the supervisee and supervisor. Even if the boundaries 
have been overstepped, the supervisor will encourage and support super- 
visees to take action themselves. 

e Supervision sessions should be given priority by all staff, not just those 
directly involved in that particular session, to ensure that sessions go 
ahead. 

e Nurses who would like to be supervisors must fulfil the criteria for super- 
visors and obtain the agreement of their line manager. 

e All those involved in supervision must undergo a period of preparation 
specific to the role, for either supervisor or supervisee. 

e Reflective practice is essential to clinical supervision: all those involved 
are expected to develop and use these skills. 

e ach supervisor should decide how many individuals they can supervise, 
according to their existing workload. Inexperienced supervisors should not 
supervise more than two nurses. 

e All supervisors must also receive their own supervision, the format to be 
decided by the individual. 

e Records of these sessions will be kept by the supervisor, using the super- 
vision record/audit form. These will be used only for evaluation purposes, 
and will not include any specific details about the session. 

e Supervisees will be encouraged to keep their own records of supervision. 
These notes will be used only to inform the supervision process and could 
be included in the nurse’s professional profile. Care must be taken to 
ensure patient and colleague confidentiality is not compromised. 


Figure 10.1 Nottingham City Hospital NHS Trust framework for clinical supervision 


(e.g. managing group dynamics). The importance of record keeping was 
stressed, including a written contract between supervisee and supervisor; the 
role of reflection, and ongoing records of supervision, progress, actions etc., 
were included. 


Implementing clinical supervision in a NHS trust 147 


Consultation process 


The framework was widely circulated for comments; we received disappoint- 
ingly few replies, illustrating perhaps that the implementation of clinical 
supervision wasn’t as high a priority for nurses as previously indicated or that 
people still lacked sufficient knowledge to feel able to comment. We contin- 
ued to spread the word with attendance at ward and sisters’ meetings and 
slowly the interest started to grow into something more tangible. Some wards 
and individuals started to come forward with expressions of interest in being 
part of the pilot. The senior nurse managers gave the go-ahead following a 
presentation of the framework and project plan. 


Funding and project co-ordinator 


At this point in the project (late 1997), the authors obtained some funding for 
the clinical supervision implementation project from Trent NHSME, as part of 
the Action Agenda for Nursing initiative (NHS Executive, 1997). This enabled 
us to appoint a part-time project co-ordinator; the second author was already 
part of the working group and had already demonstrated her interest in, and 
commitment to, clinical supervision. The second author started her secondment 
in November 1997 with the express aim of co-ordinating the pilot phase and 
the subsequent evaluation. Appointing a co-ordinator was a turning point for 
the project, as we now had someone who could dedicate three days a week to 
the pilot project. It was crucial to establish a point of contact for the nurses 
within the Trust, and especially those in the pilot areas. Through extensive 
reading, consultation and networking, the second author was able to establish 
a level of knowledge about clinical supervision previously lacking within the 
working group and the Trust as a whole. 


Personal reflections (second author) — co-ordinator role 


‘Being part of the working group for nine months had only served to increase 
my enthusiasm and firm belief in the very real and positive potential which 
clinical supervision had for nurses. The opportunity of the secondment came 
along at an ideal time for me professionally and gave me the chance to work 
across the Trust on a very exciting, if rather daunting, new development. It 
allowed me to use and put into practice some of the theories and knowledge I 
had gained during my degree studies, in particular change management and 
professional issues. It also enabled me to use my knowledge and enthusiasm to 
influence and inform an important professional development.’ 


The pilot project 


To enable us to pilot the framework, we asked for six wards or departments to 
volunteer for the pilot project. We were looking for a wide range of clinical 
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specialities and team set-ups. The areas which came forward for the pilot were 
a gynaecology ward, a general medical ward, a paediatric ward, a specialist 
ward (burns), an oncology ward and a group of specialist nurses (breast care) 
— some had volunteered themselves, and some had been nominated by their 
manager. From each of these areas, four registered nurses volunteered or were 
put forward to be the first cohort of supervisees. *Clustering? or concentrating 
the supervisees together in this way (rather than drawing them from across the 
Trust and thus ‘diluting’ them) enabled the pilot areas to experience the 
impact of clinical supervision on the clinical area and on those not taking part 
in the pilot. For the supervisors, we looked to those nurses who had completed 
the double module on clinical supervision at the local university. This only 
gave us eight supervisors so we asked for additional volunteers to undergo in- 
house training to take on the role of supervisor. It was crucial for our ‘philo- 
sophy’ of supervision that we were able to offer supervisees a real choice of 
supervisor, not just another (more senior) nurse from within their ward team. 

Following a literature review, criteria for being a supervisor were devised as 
part of the framework. They were not applied rigidly in the early stages of the 
project; they were intended to demonstrate the skills and gualities reguired to 
be a supervisor to prospective supervisors. This enabled the pilot supervisors 
to ‘self select’, thus ensuring willingness, commitment and a certain level of 
motivation. 


In-house training for supervisors and supervisees 


One of the most important parts of the framework and our ‘philosophy’ was 
that everyone should undergo some form of preparation for the role they 
would play within the pilot project, a factor which came across strongly in the 
literature and conference presentations. Because of the resource implications, 
it could have been overlooked or scrimped on. Fortunately, because of the 
external funding we had received, we were able to develop an in-house pro- 
gramme for both supervisees and supervisors, and to buy in expertise in the 
form of a trained facilitator from the local school of nursing to deliver and 
facilitate the training. Howard was known already known to members of the 
working group because of his reputation in the field of supervision and we had 
no doubt that he would be invaluable in helping to get the pilot off to a good 
start through a comprehensive preparation and training programme. 

The programme consisted of two days of ‘shared’ learning where the super- 
visees and supervisor together explored the models, types, concepts and reali- 
ties of clinical supervision. Skills required for reflective practice, issues around 
documentation, and agreeing contracts were also included. We chose this joint 
approach for a number of reasons. First, neither group had any experience of 
clinical supervision, nor a reasonable level of knowledge about it; thus, their 
initial learning needs were very similar. Second, it gave the two groups the 
opportunity to get to know each other and thus facilitate the process of 
choosing a supervisor. Finally, by learning together, there was a shared sense 
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of purpose between supervisees and supervisor — there was no fear of ‘hidden 
agendas’ between the two groups. The supervisors did undergo an additional 
day’s preparation, concentrating on the skills they would need for supervision, 
and three short follow-up sessions, where potentially difficult situations were 
explored and discussed, in the weeks following the course. 

The programme ran twice during early 1998 and the evaluations of those 
attending the programme were very positive. There were a few negative 
feelings about the pace of the sessions, particularly from nurses who are used 
to a more didactic approach to teaching, and those who are used to ‘rushing 
around’. The facilitative nature of the workshop, as well as the very nature of 
clinical supervision, meant it was vital for nurses to have the time during the 
programme to think and reflect more deeply than they normally do. The 
reasons for the deliberately slower pace is now made much more explicit; as a 
consequence, participants are more prepared and there are now very few 
negative comments about the pace. 

Once the training had been completed, all the supervisors were asked to 
complete a ‘directory’ so that supervisees could choose a supervisor. This 
directory consists of information about clinical (and other relevant) experience, 
and includes a section for the supervisor to identify what he or she can bring 
to supervision. All the supervisees were asked to nominate two to three possi- 
bilities; these were then communicated to the co-ordinator, who ascertained if 
those supervisors were still ‘available’. None of the new supervisors took 
more than two supervisees during the pilot; most had just one supervisee. This 
was to ensure that none of them felt overloaded with their new responsibilities 
and enabled them to concentrate their efforts on improving their skills with 
just one or two supervisees. 


The pilot phase 


The pilot commenced in March 1998 and ran until December 1998. The super- 
visees were asked to choose a supervisor and then arrange monthly meetings 
of an hour’s duration. This meant that supervisees and supervisors could meet 
around nine times, which should allow sufficient time for the working alliance 
between the two to have developed and be functioning effectively. The first 
hurdle to overcome was getting the supervisees to choose a supervisor. We 
very much wanted the pilot project to mirror ‘real life’ as much as possible, 
and it was important that the project was able to ‘run itself? without too much 
outside interference. One of the most important aspects of the philosophy 
we had developed was that it should be supervisee-led. However, in order 
to maintain these ‘rights’ for supervisees (in terms of type, content, and choice 
of supervisor), certain ‘responsibilities’ must also be met — to choose 
a supervisor, to arrange and attend sessions, to choose the topic for reflection 
and discussion at each session, etc. It soon became apparent that for some 
of the supervisees and supervisors, there was considerable stress when taking 
on supervision for the first time, as discussed by van Ooijen (2000). Some 
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supervisees were reluctant to choose a supervisor and asked for someone to be 
nominated for them. It was recommended that the supervisees should make 
contact with their chosen supervisor and arrange a preliminary meeting prior 
to contract setting. The aim of this was for both parties to make a brief assess- 
ment as to whether they felt they could work together. It was intended to be 
very informal and unstructured, possibly over a coffee. 

The authors made it clear that we were there for support and information if 
needed by any member of the pilot project but otherwise we would let the 
project run on its own. The authors needed to know if the relationships would 
be self maintaining and wanted a true evaluation of the experiences without 
interference from them. 


Evaluation 


The Trust framework recommended that supervisees arrange for monthly 
meetings of about 60 minutes. The number of meetings that supervisees and 
supervisors actually had during the pilot varied from one to nine with an 
average of six in the nine month period. The few supervisees who ‘got off to 
a bad start’ never recovered from this and didn’t allow the working alliance 
with their new supervisor to develop. 

Despite the recognised difficulties in evaluating clinical supervision and its 
effects (Carson, 1998; Dooher et al., 1998; Bond and Holland, 1998), an eva- 
luation of the pilot was reguired to establish how the implemented framework 
of clinical supervision impacted on practice and practitioners. This evaluative 
research took place in the form of a self-administered guantitative guestion- 
naire with a space for comment after each series of guestions. 

An evaluation of the direct experience of clinical supervision and the per- 
ceived effect this had on the participants and their practice was reguired, so a 
guestionnaire was constructed, using a self-report format comprised of groups 
of statements. Respondents were asked to consider each statement and then 
agree or disagree with it, using a Likert scale (a rating scale of strongly agree 
to strongly disagree — Polit and Hungler, 1995). Issues covered by the gues- 
tionnaire were formulated following an extensive review of the literature. 
Twenty-two supervisees remained at the end of the pilot (two had left the 
Trust) and all of them completed a guestionnaire. 

The primary aim of the review was to evaluate the perceived benefits of 
receiving clinical supervision by those involved in the pilot. The significant 
investment of implementing clinical supervision in a large NHS Trust 
necessitates a well-planned execution and a comprehensive evaluation. This 
evaluation highlighted a positive perception of clinical supervision with 
improvements in personal and professional development. 

All patients are entitled to high guality care (DoH, 1998) so nurses must 
continuously update their skills and knowledge. This process was highlighted 
in the evaluation as a number of nurses claimed that the process of clinical 
supervision helped them to identify their strengths (82 per cent; n=18), 
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identify training needs (68 per cent; n=15), improve standards of care (64 per 
cent; n=14) and gain knowledge through the process of reflection (77 per cent; 
n=17). 

The opportunity to reflect on practice was valued highly and an overall 
commitment to the process of reflection can be seen throughout the study. 
Clinical supervision provides the time and opportunity to reflect on practice in 
a supportive environment. Thirty-two per cent (7) of the supervisees claimed 
that they were even inspired to write a reflective diary following the pilot. 

The change in nursing over the last decade from a predominantly task- 
orientated mode of caring to a more holistic, individualised approach has led 
to an increased need for support in helping to maintain effective, therapeutic 
relationships with patients (Playle and Mullarkey, 1998). Emotional support in 
matters relating to patients/clients was highly valued with 59 per cent (n=13) 
stating that clinical supervision did provide this support. An increase in confi- 
dence was perceived by ten of the nurses (45 per cent) as an outcome of 
receiving supervision. 

Support is also reguired in professional working relationship with colleagues 
and managers and the chance to discuss and receive such support was very 
notable with 82 per cent (n=18) stating that clinical supervision had provided 
this. 

The in-house training programme for supervisees evaluated well and experi- 
ences during the pilot highlighted the need to prepare supervisees for their 
new role. Elements of the training course were considered ‘useful’ or ‘very 
useful’ by 100 per cent (n=24) of the pilot sample and included ‘a definition 
and outline of clinical supervision, reflective practice, responsibilities, skills 
and qualities of supervisee and supervisor.’ Only one respondent in the eva- 
luation claimed that the two-day training provided by the Trust did not 
prepare her/him adequately for the role of supervisee. 

The combined training programme was preferred by the majority of the 
group (82 per cent n=18). Two respondents indicated a strong desire to have 
separate training. A further comment was made by one of these respondents 
that this ‘would have allowed time to clarify fears and anxieties away from 
the supervisors.’ 

Anxiety undoubtedly exists regarding the role of supervisee within the 
clinical supervision relationship and in particular record keeping of the super- 
visory process. Such concerns regarding record keeping are not uncommon 
(Cutcliffe, 2000). This was always highlighted on the training days in discus- 
sion times. Despite this high level of anxiety a large increase in personal 
record keeping occurred during the pilot. Beforehand, only 18 per cent (n=4) 
respondents maintained a record of their practice; after the pilot, 82 per cent 
(n=18) acknowledged writing some sort of record. This ranged from discussion 
headings only to a detailed account of supervision. This could be due to the 
emphasis placed on this aspect in the training or perhaps to heightened profes- 
sional awareness from receiving supervision. 

Feedback from respondents leaves us in little doubt regarding the skills 
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and qualities of a good supervisor and how fundamental to the process of 
clinical supervision the supervisor is. According to the respondents, the ideal 
characteristics for the supervisor to possess are honesty, being approachable, 
trustworthiness and the ability to be non-judgemental. This response mirrors 
that of supervisees in the study by Bulmer (1997) and is understandable 
bearing in mind the nature of the working alliance. Good interpersonal skills 
were identified as essential for the supervisor to possess and were seen as fun- 
damental in helping the supervisee reflect on practice. Eighty-one per cent 
(n=18) of the supervisees felt that they had been supported to reflect on 
practice in their clinical supervision sessions. 

The right of a supervisee to choose a supervisor should be stressed as this may 
determine the success of the clinical supervision relationship (Bond and Holland, 
1998). Seventy-seven per cent (n=17) of the supervisees in the pilot would not 
have wanted a supervisor allocated to them and 91 per cent (n=20) said they 
would not have wanted their manager. Only one respondent chose a supervisor 
with whom he or she worked. Three respondents said they would prefer it to be 
someone they knew. This contrasts to many examples quoted throughout the 
literature where senior nurses are supervising junior colleagues in wards or units 
(Kohner, 1994; Devine and Baxter, 1995; McGibbon, 1996). In our experience, 
supervisees particularly valued being able to choose their own supervisor. 

A cultural change is required to ensure the success of clinical supervision, 
with priority given by all the team to allow nurses to attend a supervision 
session. If lack of support from colleagues and managers is evident, nurses 
may feel guilty and be more likely to cancel their supervision session. Ten 
supervisees said that they felt guilty leaving their ward or work area to receive 
supervision and only 41 per cent (n=9) felt that their colleagues had a good 
understanding of clinical supervision. This again highlighted the need for 
ongoing awareness raising and education throughout the Trust in all aspects of 
supervision theory and process. 

Interestingly after the pilot 59 per cent (n=13) of the supervisees and 50 per 
cent (n=6) of the supervisors felt clinical supervision should be mandatory, 
possibly reflecting the perceived benefit from the process and the importance 
they now assigned to it. It may also be that they felt that colleagues would be 
more supportive if supervision was mandatory. 

This evaluative research was completed in April 1999 and made a number 
of recommendations for the future of clinical supervision within the Trust (see 
Figure 10.2). 


The second phase 


Following the completion of the pilot project, there still wasn’t an overwhelm- 
ing push to introduce clinical supervision, despite the positive evaluation from 
the pilot supervisees and supervisors. There were still many concerns about 
the time and resource commitment necessary, which some nurses perceived as 
prohibitive. Despite these reservations, the next phase to roll-out clinical 
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Organisational 


e Maintain a high profile of clinical supervision within the hospital after a 
successful hospital pilot. 

e The implementation of clinical supervision should proceed to other areas 
in the hospital and expand in the pilot areas. 

e Feedback sessions regarding the pilot to all areas involved. By raising the 
profile again in these areas, it should support those already involved and 
offer others the chance to update their knowledge and to question the 
hospital framework and commitment to clinical supervision. 

e An ongoing programme of awareness sessions regarding clinical super- 
vision accessible to all staff within the Trust. This will ensure that staff 
are up to date regarding the hospital framework for clinical supervision 
and the larger nursing perspective. 

e Include a brief introduction to clinical supervision on the Hospital Induc- 
tion Programme to inform new staff about the hospital framework for 
clinical supervision. 


Training 


e Supervisees should complete the section of the questionnaire on the per- 
ceptions of clinical supervision pre-training so that a more useful compari- 
son can be made after experiencing clinical supervision. 

e More active support must be available to supervisees, immediately after 
training, in setting up and establishing a supervisory relationship. 

e Discuss with Nottingham University the possibility of teaching pre-regis- 
tration student nurses the theory, process and outcomes of clinical super- 
vision, which will help address the long-term change of culture regarding 
clinical supervision. 

e Training should continue for both supervisees and supervisors. 


Figure 10.2 Recommendations from the evaluation 


supervision was given the go ahead. Almost all the recommendations from the 
pilot evaluation were actioned. The plan for roll-out across the Trust in 1999 
continued the centralised, tiered approach, expanding on the approach taken 
during the pilot, with a small number of wards joining in, in stages, and the 
training and co-ordination maintained centrally, through the co-ordinator. The 
second author’s secondment was extended during this period. The training and 
preparation programme was reviewed — a one-day course for clinical super- 
vision was introduced and facilitated by the authors, which everyone attends, 
prior to becoming a supervisee, or to find out more about clinical supervision. 
Those who opt to take on the role of supervisor undergo a further two-day 
preparation programme. 
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The third phase 


A number of factors led us to completely review this approach in late 1999. 
First, this meant that the continued roll-out would be slow, if thorough. 
Second, there was now an ever increasing interest within the Trust and many 
more areas, and individuals were asking for supervision. It soon became 
obvious that demand (for supervision) was outstripping supply (for training 
and supervisors). The second factor was the publication of Making a Differ- 
ence in July 1999 (Department of Health, 1999). During debates about the 
document and the implications and subseguent priorities for the Trust, clinical 
supervision was made one of three priorities for 1999/2001 (along with com- 
petencies and leadership) as the focus for the nursing strategy. This meant that 
we needed to radically review how we were going to meet the needs for 
supervision within the Trust, whilst still maintaining the guality of the provi- 
sion, in terms of preparation, choice of supervisor and on-going support for all 
those involved. Finally, a centralised approach meant that many nurses didn't 
have a real opportunity to be involved in developing supervision within the 
Trust and this could discourage individual and directorate responsibility for 
taking supervision forward. 


Directorate/divisional training and co-ordination 


The model for taking clinical supervision forward within the Trust has now 
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Figure 10.3 Directorate/divisional model for clinical supervision within the Trust 
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changed from a centralised one to a divisional model (see Fig. 10.3). The 
framework, philosophy and valuable lessons learnt from the evaluations have 
been devolved to five divisions, each with between 100 and 300 registered 
nurses. Steering groups have been set up in each division to identify local 
training needs and strategies, monitor uptake of supervision, audit and 
evaluate progress and standards, and provide training for supervisees. 

A Trust-wide steering group continues, with our involvement, but with a 
different remit. This group includes a central core of experienced supervisors 
who now deliver the in-house training programme for new supervisors. Gradu- 
ally, as the divisional groups increase their confidence and experience, they 
will also take over supervisor training, as well as supervisee. The steering 
group produces training packs and teaching aids which the divisional groups 
can use and adapt as necessary. This maintains standards across the Trust 
whilst allowing individual directorate needs to be met. 


The future 


Given the current level of interest in, and enthusiasm for, clinical supervision 
within the Trust, we now feel that we have passed the point of no return. 
Many of the nurses who receive supervision cannot now imagine doing 
without it. Quite a change from three years ago when only two nurses in the 
Trust could say the same! The struggle is by no means over. The ongoing 
debate about time and resources still continues and will go on whilst the divi- 
sional groups find their feet. There is still a great need for more research and 
evidence about the benefits of clinical supervision, especially in terms of 
improvements in patient care. Without good leadership and a sense of respon- 
sibility at all levels of the nursing profession, clinical supervision could still 
falter. However, instead of a few nurses on a working group, we now have 
over 300 nurses receiving supervision who don’t want it to go away. A much 
more powerful voice! 


A final reflection (both authors) 


‘Because of how the clinical supervision project has evolved, our central 
function in the ongoing implementation is no less relevant or useful. Given 
our strength of feeling for clinical supervision, and the sense of ownership of 
the project, this could have been a difficult time for both of us. However, 
these feelings are more than outweighed by the prospect of others taking 
clinical supervision to a whole new level of influence and importance within 
the Trust. Working together on a project like this has been a huge learning 
experience for both of us. We were able to share our knowledge and experi- 
ences, increase our own self-awareness, and motivate each other through 
those days when it felt like we were in a minefield! We were able to use 
theories of change management to begin the cultural change necessary to 
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implement and embed clinical supervision within the organisation. Absolutely 
key to the current and ongoing success of the project has been leadership 
skills — of those at the ‘top’, within the working group and at all levels of the 
profession — this has been a fundamental change in the way in which nurses 
think and work at the City Hospital and we are very glad to have been a 
part of it.’ 
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Part Hl 


11 Clinical supervision 


My path towards clinical 
excellence in mental health 
nursing 


Paul Smith 


Editorial 


This chapter focuses on the practice of clinical supervision within mental 
health nursing. The author, a community psychiatric nurse, demonstrates how 
receiving clinical supervision helped him develop skills and knowledge, 
improved the care he delivered to his clients and helped him maintain his own 
well-being. He achieves this by drawing on specific examples of problems and 
issues that were encountered in his practice and subsequently taken into super- 
vision. 

We believe that this chapter offers a good illustration of the particular worth 
and value that exists in having a significant other provide an ‘outside’ view of 
one’s practice. Not just any other, but a person in whom the supervisee has 
trust, confidence and faith. A person who, in partnership with the supervisee, 
can create the necessary and sufficient environment and relationship that helps 
bring about the development of the supervisee. Perhaps this chapter also impli- 
citly alludes to the importance of finding a supervisor with whom the super- 
visee feels he/she can work, and thus highlights the importance of being able 
to select one’s supervisor rather than having a supervisor imposed upon him 
or her. 


Introduction 


In this chapter I am going to attempt to demonstrate that clinical supervision is 
effective in developing skills and knowledge, improving care delivered 
to patients and maintaining the health and clinical effectiveness and health 
of the supervisee. I hope to achieve this by describing my experience of 
clinical supervision, using specific examples of problems or challenges I 
faced in my own clinical practice. These examples have been selected 
to typify the range of issues that have cropped up in my practice as a 
registered nurse in the field of mental health but had supervision been avail- 
able while I was working as an RGN the issues would have been similar. The 
examples are loosely arranged in three, chronologically correct, stages. They 
include: 
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e My introduction to supervision whilst studying for a post-registration 
diploma titled ‘Understanding Therapeutic Relationships’ which was run 
by clinical psychologists within the NHS Trust and validated by the Not- 
tingham Trent University. 

e My experience of supervision provided by a nursing colleague as I 
worked on the same inpatient unit for people with enduring mental health 
problems. 

e My role as staff nurse in an acute, GP attached Community Mental Health 
Team. 


I will also draw attention to some of the practical disadvantages that can occur 
if certain principles are overlooked, again using real situations from my own 
practice. 

My approach is not overly academic but is descriptive and discursive, but 
hopefully can be scholarly and persuasive nonetheless. My gratitude goes to 
my supervisors, who here remain anonymous, for the love, patience and 
support they have shown me. I hope and believe that they would agree with 
me when I suggest that at least some of the time spent in providing my super- 
vision has resulted in valuable (and even measurable) gains for the people we 
claim to care for. 


Early experiences of clinical supervision 


For the first six years of my nursing career I was not given clinical supervision 
in the form I recognise as relevant and necessary today. As a student nurse 
(RGN, 1984 syllabus) I was allocated to registered nurses whilst on clinical 
placement, some of whom were bemused or threatened by my frequent ques- 
tions, and some were tolerant of my striving to do and know the right way to 
do things. As a junior staff nurse I was extremely fortunate to have experi- 
enced colleagues who forgave me my sometimes insensitive challenges of not 
only procedures and routines but also their clinical practice. During this time I 
frequently received critical, balanced feedback about my technical skills, my 
application of knowledge to clinical situations and developments in my own 
practice, much of which was helpful and constructive. Indeed it continued 
through further training which led to my becoming a Registered Nurse 
(Mental Health) and a staff nurse on a rehabilitation/challenging behaviour/ 
continuing care unit for people with ‘severe and enduring‘ mental health 
needs. But in all this time I had little guidance to help me examine, analyse, 
and explore the reasons as to why I did what I did, said what I said, behaved 
the way I behaved. It is reasonable to suggest that I gained insights through 
reflection upon and within my practice, by discussions with peers and collea- 
gues, and from being exposed to praise, criticism and indifference by others. 
But I was frequently aware that there was something missing from the picture, 
although I didn’t know what. 

After nine months of working in the inpatient unit, I commenced a course in 
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‘Understanding Therapeutic Relationships’ which was run within the Trust by 
the Psychology Department. An integral part of the course was a module that 
involved clinical supervision by a psychologist with the aim of participants 
learning more of the processes that occur in their interpersonal therapeutic 
relationships with clients. Throughout the ten-week term we brought issues 
from our clinical practice on alternate weeks to the supervision group of a 
psychologist. We alternated the sessions between us, which generally lasted 
between an hour and ninety minutes. We had received teaching as to the 
purpose of the sessions, which were not specifically to address issues of tech- 
nique or clinical knowledge but to gain an understanding about ‘process’. This 
meant that our descriptions of interactions between us and our clients were 
less valuable than the exploration of what we thought was going on whilst the 
interaction or events occurred. 


Formative group supervision sessions 


The issues I brought to the group were to do with the difficulties I was experi- 
encing in developing a therapeutic interpersonal relationship with a resident in 
the unit of which I was a staff member. I had been allocated as the key 
worker to a male resident, Dave, who had been an inpatient for several years 
in various mental health units within the Trust. The difficulty that I was 
experiencing was how to stop Dave from interrupting conversations with noisy 
demands for staff to listen to what he wanted to say about his voices. A 
nursing care plan had been in force which reflected the general perception of 
staff that Dave was behaving without reasonable consideration for accepted 
social norms as well as a clinical view which did not consider engagement in 
discussion about the content and meaning of auditory hallucinations as being 
therapeutic. Dave often became more insistent in his demand to be listened to, 
leading to mutual frustration, anger on his part and no successful resolution to 
his reguests. My training had not eguipped me with a conceptual therapeutic 
model with which to compare this oft-repeated scenario. 

As I described what I thought was a reasonable therapeutic approach, i.e. to 
reinforce generally accepted social norms in line with the prevailing philoso- 
phy of the unit, my supervisor asked me to reflect on what was happening in 
the interpersonal dynamics between Dave and members of staff. She asked me 
directly how I felt whilst Dave was demanding attention from me. She asked 
me to speculate how Dave was feeling when he was told he couldn’t talk 
about something he thought was very, very important. I realised we both felt 
powerless, angry, ignored, devalued. 

I have never forgotten the impact of realising that for what had seemed 
good reasons I was colluding in a system that was resulting in anger and frus- 
tration for both Dave and members of staff. That supervision session I became 
aware that I had no conceptual justification for refusing to listen to Dave 
talk at me about his voices other than I did not know what to do to help him if 
I did. I also became aware of my emotional response to Dave which was 


162 Paul Smith 


interfering in the therapeutic interpersonal relationship that I was intending to 
be encouraging (Peplau, 1988). For example, in recognising and admitting to 
my own sense of irritation, indignation, or anger when Dave confronted me or 
colleagues I was able to ask myself whether my response was justified (in the 
context of being therapeutic). To my discomfort I was able to identify that 
some of my reaction was because I felt and thought that I, a staff nurse, 
should be shown more respect, perhaps more gratitude, from this rude, 
thoughtless, demanding man! I had become an authority figure who Dave was 
challenging as he had challenged his father since he was a child, although for 
years I would have espoused the idea that a nurse should work co-operatively 
with patients, promoting their sense of independence and challenging passivity 
and dependence. 

It was through this I now understood how Dave’s expectations of me (and 
others) were based on experience of previous relationships when he had taken 
a subordinate but rebellious role. I now had an experience of working with 
transference and counter-transference, as described by Brown and Pedder 
(1991). I had discovered what transference felt like, and once enlightened was 
able to respond to his behaviour in a way that did not confirm unhelpful 
thoughts and feelings that he had towards authority figures, a way that empow- 
ered him and affirmed him as an individual. I did this by failing to meet his 
unhelpful expectations of me. For example, when Dave did or threatened to 
do something which was potentially problematic, such as go to the pub to get 
drunk, he was no longer told he couldn’t. Instead I discussed with him what 
his wants were, what the organisational requirements were and together a 
mutually beneficial solution was reached. What was avoided was an unhelpful 
reprise of an authoritarian father figure and a rebellious child (Harris, 1973). 
The outcome of this was that Dave reduced the number of assaults he made 
on staff for the next two years and felt able to arrange sessions when he and I 
would talk about his voices. 

By bringing more examples of my interaction with Dave to supervision I 
was able to gain a deeper understanding of the nature and quality of the trans- 
actions that occurred between Dave and myself. More importantly I was able 
to change and adapt my own practice to the benefit of Dave. Instead of 
attempting to control Dave’s demands for attention I began to actively seek 
opportunities for him to ventilate his frustrations and fears about the voices 
that caused him distress. It became possible to reject a view, which had not 
been challenged throughout my training, that voices were symptoms and not 
to be encouraged, and this led me to the new developments in cognitive beha- 
vioural therapy (Kingdon and Turkington, 1991; Alford and Beck, 1994; 
Birchwood and Tarrier, 1992) to ‘treat’ hallucinations and delusions. I was 
also able to appreciate that Dave’s behaviour towards me might have had less 
to do with me and rather more to do with historical relationships. 

My continuing experience of clinical supervision has been with my line 
manager. I agree with Bond and Holland (1998), Cutcliffe and Proctor 
(1998a,b) and Butterworth and Faugier (1992) that difficulties are likely to 


Clinical excellence in mental health nursing 163 


arise when line managers offer supervision, because the focus of the super- 
vision can easily move from the needs of the supervisee to those of the 
manager and the employer. I could ignore the identity of my supervisors or 
pretend that my situation was the exception that proves the rule. The latter 
case has some validity as I have a strong character and robust personality and 
have by nature and inclination sought out people with the skills and insights 
to help me. I could even argue that in my case the supervisors were particu- 
larly skilled and were committed to offering supervision in the absence of 
formal requirement by our employers. The truth is that there were some issues 
I felt unable to take to my formal supervisor for different reasons. One was 
that in admitting to some thoughts and feelings I was concerned that this 
would prejudice my professional standing with my manager. This certainly 
illustrates some unresolved transference issues of my own but is also a reason- 
able concern. A second reason, closely related to the first, is that are some 
issues which practitioners are not comfortable about in exploring even with 
themselves, and to do so with someone in authority is even more problematic. 
In my own case this has included feelings of anger towards a patient who I 
was becoming frightened of. Fortunately I was able to take this issue (and 
others) to someone who I implicitly trusted and who did not feel obligated to 
inform my employer of our discussion. Because I had a place of safety I was 
able to express raw feelings, thoughts and emotions without fear of censure. In 
return I was relieved of the guilt and shame I had for merely experiencing 
human emotions, and was thereby empowered to change some of my own 
thoughts and beliefs, change my working practice and to develop strategies for 
managing the behaviour of the patient involved. If this proves anything it is 
that clinical supervision allows us to be human and professional. In my case it 
permitted me to continue working in a homely environment with people who 
had or were likely to assault or threaten me and to do so in a therapeutic way 
without resorting to authoritarian attitudes. I believe that this example also 
illustrates a danger of receiving supervision from a line manager, no matter 
how strong the professional or personal ties are. Regrettably, I could provide 
testimonies from dozens of colleagues whose ‘clinical supervisors’ consider 
supervision sessions to be about their own issues, about caseload management 
or about control. This is not clinical supervision and can only be detrimental 
to patient care and the professional development of the nurse being supervised. 


Further development 


The importance of this second phase in my experience of clinical supervision 
was that it occurred after I had spent eighteen months as a team member upon 
the unit, and it was during a period of considerable change within the ward. 
The needs of the residents meant that many of them had been in residential 
care for many years and new residents were likely to require high levels of 
support whilst resident within the unit or on discharge. A new ward manager 
brought a new sense of team identity, new expectations in the aims and 
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objectives to be achieved by nursing interventions and new approaches to old 
difficulties or problems. I had also completed the course on which I first 
experienced supervision and now had an understanding of how to engage with 
clients and their needs and difficulties in a way that was more collaborative 
and more dynamic. But it was only because I had a forum for exploring the 
difficulties I experienced as a clinician and a team member that I retained 
such effectiveness as I had. 

Whilst the supervision took place over several years there are specific 
examples that illustrate the effectiveness and value of the supervision I 
received. One example involved a resident who had recently been admitted 
to the unit after a period of time on an acute psychiatric admission ward 
which had followed a deterioration in his relationship with his parents. Jack 
was resentful of not being allowed to live with his parents because of his dis- 
turbed and aggressive behaviour. He expressed bizarre ideas about being 
influenced by aliens and the occult in the past and thought his real mum had 
been replaced by the present woman who looked like her and sounded like 
her but couldn’t be her because his mum would have him to live at home. 
He was disturbed by some of these ideas and even more troubled by the 
sense of abandonment he felt. Jack was skilled in many activities of daily 
living although chose not to attend to his hygiene or grooming. He was also 
careless with personal possessions and became verbally aggressive when he 
had mislaid or used up his supply of tobacco. As his primary nurse, I had 
responsibility for developing a nursing care plan to address his various needs. 
As an individual I occasionally interpreted this as having a responsibility for 
Jack. Through several supervision sessions I was able to recognise that I was 
emotionally responding to Jack's explicit and implicit demands to be 
mothered, to be nurtured, to be rescued from the consequences of his own 
choices and actions. My supervisor facilitated this understanding by asking 
me how I felt or what I thought was being demanded from me by Jack, 
when he behaved in ways which were apparently careless or rebellious. It 
wasn’t that I was thoroughly unaware of what Jack was doing, but by explor- 
ing the transference and counter transference I was able to respond with self- 
awareness. I was able to recognise the unhelpfulness of my own unconscious 
desire to help, to nurture, and to parent. Identifying the transference/counter- 
transference that was present meant that I was able to act in a way that was 
to eventually result in an increased sense of personal autonomy and responsi- 
bility for Jack. Because I resisted the urge to rescue him from distress and/or 
of feeling angry that he wasn’t following a mutually negotiated and agreed 
care plan, because I gained a sense of empowerment through supervision, I 
felt increasingly able to empower Jack in having an expanding area of choice 
and responsibility. We were able to revisit parenting issues that he had 
experienced in ways that were more appropriate to our ages and abilities, and 
Jack was able to describe these issues as he gained an understanding of them. 
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Growth of self-awareness 


It is not accurate to suppose that I brought such issues to supervision know- 
ingly. Whilst I gave thought to what I wanted to talk about beforehand invari- 
ably I would incidentally describe with some emotion an event that had 
occurred, without immediately realising its significance. Thus when I talked of 
being confused or angry or sad it became apparent that Jack or whoever was 
experiencing similar or the same emotions. This became a powerful tool as I 
became more self-aware as I could then reflect back to a client that emotion, 
albeit in a tentative way, and encourage them to increasing awareness of their 
own mood states. 

For example, this was particularly helpful in developing my therapeutic 
relationship with Dave, as he was not skilled in recognising and adapting to 
rising levels of anger or sadness. One evening Dave had become angry when 
a member of his family had made comments which Dave had difficulty in 
‘hearing’, and he assaulted this family member. It was clear that further 
assaults were going to occur and that Dave was past the point at which he 
could be talked down. Nor did he respond to usually effective de-escalation 
techniques (Maier, 1996). He was informed of our next response, which would 
be to hold him until the threat of violence was withdrawn, as at that stage 
there was no likelihood that a further assault could be prevented due to the 
physical arrangement of the room. Dave was also reminded that we recognised 
that he would dislike this and we had no wish to harm him and would prefer 
for him not to have to endure that. The situation eventually required a 
physical intervention that within a minute resulted in Dave saying he was 
calm and that he would go to his room. (An interpretation of this rapid reduc- 
tion in Dave’s emotional arousal could be that there had been a resolution of 
the bind he was in. He had been angry but didn’t have the skill to express this 
more effectively. Nor was he able to back down in that situation without 
losing face. Intervention by nursing staff conformed to past interventions he 
had experienced in previous establishments, including hospital environments, 
and so he was able to follow the part he had played on numerous occasions. 
Significantly there was a difference in the part played by the nursing staff, in 
that throughout the incident dialogue was maintained in a way that did not 
emphasise a need to control Dave but to manage the situation.) 

It was as Dave returned to his room I felt an almost overwhelming sense of 
sadness and loss and instead of interpreting this as my own personal response 
to a violent incident I decide to check out with Dave how he felt. A few 
minutes later, with his permission, I was sat on his bedroom floor, drinking a 
cup of tea and describing how I felt to Dave, speculating that I was not the 
only one who felt sad. Instead of denying he felt bad and saying he was all 
right, a habitual shorthand way of avoiding any difficult discussion or realisa- 
tion, Dave acknowledged sadness and we sat and cried together. He was able 
to own his emotion in that situation and showed some empathic understanding 
of others as well. He also was able to appreciate that his actions had resulted 
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in unpleasant consequences for lots of people, and was able to accept responsi- 
bility for his part in the incident. A further benefit was that he did not get his 
revenge on anyone involved in the restraint procedure, which was also a 
departure from the norm. 


Reflecting on critical incidents 


I would argue that the effectiveness of critical incident analysis is also increased 
if carried out in the context of ongoing, skilful clinical supervision. That is to say, 
the process by which an incident can be analysed by gathering information 
to establish what happened, how it happened, why it happened and thereby 
gaining some insight into any lessons that could be learned from the incident 
is greatly enhanced if all participants can contribute freely to the process. 

This was borne out by two violent incidents in which I was involved. The 
first involved my mishandling a situation but in the second even in hindsight 
there was nothing that could reasonably have been done that would have pre- 
vented the assault. The first occurred when I entered, with permission, a resi- 
dent’s bedroom, to discuss something that was causing him some distress and 
about which he was beginning to get agitated. Missing the danger signals I 
overstayed my welcome and had a shoe thrown at me. I was saved from further 
assault by the timely intervention of another member of staff. Team members 
provided a debriefing that shift but it was during a supervision session I was 
able to explore my reasons for staying in the bedroom when others would have 
made a tactical exit. I am certain that had it not been that I trusted my super- 
visor I would not have had the opportunity to examine the intrapersonal 
process I was going through in that bedroom. We were able to identify the 
technical mistakes I made: e.g. allowing an increasingly agitated patient get 
between me and the door, not leaving the room earlier and trying to sort a 
problem out rather than letting it subside with time. We could also discover 
how I felt at the time, why I did what I did and what I was hoping to achieve 
by acting the way I did. The supervision did not result in self-condemnation 
but in self-realisation and the opportunity to change my practice. 

The second incident involved a resident who with no warning made an 
aggressive demand that something of his be given to him. Despite following 
an approach that was the optimum for de-escalating the situation. I was sub- 
jected to a bodily assault, which resulted in a period of sick leave. Critical 
incident analysis did not indicate any change in my actions at the time. It was 
supervision that enabled me to acknowledge my true thoughts and feelings to 
the assailant as I prepared to return to work. I had adopted an attitude which 
was admirable had it been true, that of understanding and forgiveness. My 
moral and ethical background is grounded in Christian notions of forgiveness 
and turning the other cheek. I also have strong ideas regarding justice and 
fairness. In addition to this I have been exposed to a great deal of nursing lit- 
erature which uncritically exhorts nurses to have unconditional, positive regard 
for patients (Rogers, 1952). In truth I did bear feelings of anger, betrayal, 
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sadness and fear. What I was able to do was own up to these feelings to my 
supervisor, secure in the knowledge that, barring confessions of illegality or 
gross professional misconduct, I could admit to perceived failure or weakness 
and not fear censure. Of course I had to work through the feelings, but I 
would not have done so on my own. 


A need for caution 


I am still surprised and saddened when I hear of colleagues who are suspicious 
about the introduction of clinical supervision to their normal working practice. 
I suppose it is with some justification that nurses are cautious or sceptical when 
they see a hastily developed policy implemented with no consultation and little 
thought given to the training of supervisors. I have heard many stories of how 
managers use supervision sessions as a management tool. I have read written 
policies on clinical supervision that have been based on sound principles 
described by Proctor (1986) applied by supervisors who have appointed them- 
selves, who dictate the agenda of the supervision sessions, and who verbalise 
their belief it is all a waste of time anyway. I have worked with colleagues 
who are offended or frightened by the suggestion that they open their practice 
up to the gaze of anyone else. But I have experienced how, when done ade- 
quately, clinical supervision is about growth and development not about 
censure. As importantly it has enabled me to improve my service to 
patients and they have directly benefited by changes in my clinical 
practice. This was important when working in an inpatient environment but 
has an even greater importance in my present area of work — the community. 


Towards clinical excellence 


When I moved jobs to work as a GP attached CPN I experienced a culture 
shock. Whilst I was used to individual work with clients I was not fully 
prepared for the implications of having no one to take over at the end of a 
shift. The most pressing need is the requirement to carry out assessments as to 
the risk of suicide, significant self-harm or risk to others within a limited time 
period. Unlike a ward environment there is no one to complete the assessment 
over the next few hours. I was also faced with the different demands and 
opportunities presented by a different client group, and how to apply existing 
knowledge to different clinical problems. At my job interview I was assured 
that clinical supervision was considered to be part of normal working practice, 
and this has been the case, although this wasn’t true at that time throughout 
the Trust. I was able to access informal supervision on an ad hoc basis, dis- 
cussing difficulties and successes as we met coincidentally within the office. 
Formal supervision sessions were planned, noted in our diaries and given 
priority over other meetings and appointments. Because of the emphasis given 
to clinical supervision in the CPN team of which I am part a culture of 
support has developed that encourages a sharing of experiences. The team has 
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acknowledged the importance of the opportunities to have colleagues listen to 
us ventilate feelings, help explore and resolve technical or practical difficulties 
and also be free to pass their own reflections upon issues raised. It is not a 
replacement for clinical supervision but is a helpful side effect. This also 
serves to give a group identity to practitioners who otherwise work indepen- 
dently for many hours each week. 

The issues I have continued to bring to supervision continue to involve 
transference and counter-transference. It has been of considerable help to 
bring to supervision situations where clients have adopted roles which don’t 
permit therapeutic nursing to occur (Peplau, 1988). For example, I have seen 
numerous clients who are referred not because they themselves want help but 
because a partner or parent has insisted they see a doctor. In the absence of a 
mental illness or disorder that poses significant risk to them or others nursing 
interventions are not helpful, effective or reasonable. However, whilst I can 
know this I don’t always feel comfortable discharging a client when I believe 
there is real potential for change. Supervision gives me the opportunity to 
express this discomfort and in doing so I usually recognise that my feelings 
have to do with my agendas, to be seen as effective, to help people whether 
they want it or not. My supervisor can sometimes enable this process by 
allowing me to continue talking; sometimes it involves questioning. 

Similar situations have also occurred when I have mistaken my agenda for the 
client’s need. An example of this was whilst I was still seeing Bob. He had lost 
his job as an HGV driver two years previously due to arthritic changes in 
several joints, which continued to cause him physical discomfort despite pre- 
scription of strong painkillers. He had developed severe depression to the extent 
he paid no attention to personal hygiene and was at risk of severe neglect 
without the support of close family. He expressed a sense of hopelessness about 
the future and a belief there was nothing left to live for. My difficulty was that 
he wasn’t interested in engaging in a process to challenge the thoughts that were 
exacerbating the hopelessness and depression. He was only bothered how I 
could help him get to an outpatient’s appointment to see an orthopaedic consul- 
tant without him ‘cracking up’. I brought my frustration to supervision. By 
being asked what it was that Bob wanted I was able to see my error. I agreed it 
wasn’t wrong for him to have an agenda that was different from mine. He had 
to cross a hurdle before he could give attention to the problem he thought I had 
invented for him. My frustration evaporated as I decided to work with Bob 
instead of giving him nursing care. I subsequently discovered that when even- 
tually our agendas coincided he quickly came to understand how changing his 
thinking would enable him to adapt to his changed circumstances. Within a 
short time he was free of both depression and pain. 


Final thoughts and reflections 


My assertion is that in receiving clinical supervision from skilful, know- 
ledgeable, compassionate supervisors I was allowed to gain insights into 
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my own practice that had direct benefits to the clients I was working with. 
It could be argued that I, as a someone who habitually reflected upon his own 
practice, would have worked much of this out anyway. My point is that it was 
the few issues that got under my radar that I needed supervision for. I have 
found out that an outside view is frequently necessary. The art and craft of 
nursing is such an all embracing human activity that it is too easy to be 
caught up in the doing and to lose sight temporarily of the processes that 
we are involved in. 

But I believe that supervision has an equally important benefit. I have been 
able to chart my development. I have had the opportunity for someone I trust 
to acknowledge the changes, the successes that have arisen out of my clinical 
development. I have had a regular opportunity not only to let off steam but 
also to act constructively as a result. And I remain as hungry to develop 
myself and clinical services to benefit patient care as ever after twelve years 
of nursing. I don’t believe my experience is unique. There are many people 
who could write persuasive arguments to support the use of clinical super- 
vision. The disappointing thing is that the nursing profession still seems to be 
deciding whether it is worth the effort. I hope my experience, outlined in this 
chapter, will help convince nurses that clinical supervision is worth the effort. 
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12 Maintaining quality care in 
the independent sector 


Clinical supervision: a key piece 
of the jigsaw? 


Mike Nolan and Sue Smit 


Editorial 


This chapter focuses on the potential role of support systems, in particular 
clinical supervision, for nurses who work in the independent sector. It 
illustrates that current negative stereotypical views of nursing homes, whilst 
inaccurate, add to the already high stress levels experienced by these nurses. 
Despite an acknowledgement of the need for more formal support mechan- 
isms, clinical supervision is not a widespread phenomenon within the in- 
dependent sector. Furthermore, the chapter points out the need for a move 
towards a more person-centred approach to care, and with this evolution of 
practice comes an even greater need to receive regular, effective clinical 
supervision. 

We believe that this chapter points out an important issue: the relationship 
between emotional labour and clinical supervision. Working in a more person- 
centred way is likely to produce an increase in emotional labour for the nurse 
and thus amplify the need for more support. Clinical supervision can provide 
the support and facility necessary to deal with these increased demands. Thus, 
we believe to increase the demand on the nurses in this sector, without simul- 
taneously providing additional support, would only serve to further burden an 
already pressured nursing work force. 


Introduction 


The number of nurses working within the independent sector has grown signif- 
icantly over recent years and currently companies such as BUPA employ the 
largest group of nurses outside the NHS. Moreover, in addition to those 
working within well structured organisations, increasingly many staff are also 
employed in small or single homes. While a number of these nurses are deli- 
vering acute care the vast majority are working with older people and provid- 
ing continuing care in residential and nursing homes to an elderly population 
with high levels of physical and cognitive frailty. 

The importance of work with such individuals cannot be underestimated, for 
despite an active policy of community care (Davies, 1995) the increasing 
numbers of older people, particularly over the age of 85, means that some 
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form of alternative care provision will always be needed (Victor, 1997). Due 
to the vulnerability of the client group in these environments it is essential 
that the highest quality of care is maintained and that sufficient numbers of 
well qualified and motivated staff are recruited and retained. This is often dif- 
ficult to achieve as despite the high levels of skills required to work in care 
homes (Buswell, 1999) the sector often has a poor image making it difficult to 
attract the quality of staff required (Nay and Closs, 1999). Moreover, nurses 
can often find themselves geographically and professionally isolated, a situa- 
tion that exacerbates feelings of being undervalued and marginalised (RCN 
News, 1999). It is the purpose of this chapter to consider the potential role of 
support mechanisms, particularly clinical supervision, as a key component of 
an infrastructure necessary to maintain and promote care standards. We argue 
that for quality care to be achieved it is necessary to value both institutional 
alternatives and the staff working in them. 


Creating a ‘new face’ for institutional care 


The current negative image of nursing homes is due in no small measure to the 
ambiguous role of institutions in society. Over the last 30 years there has been 
a sustained critique of institutional care from both policy makers and aca- 
demics, which has been reinforced by a largely negative media coverage (Jack, 
1998). This has resulted in a public perception of admission to residential and 
nursing homes as the ‘final sign of failure’ (Victor, 1992). Furthermore current 
policy emphasis on community care is underpinned by the belief that older 
people would prefer to live in their own homes and that care in institutional 
environments cannot be stimulating or of a high quality (Meredith, 1995). 
While there is an intuitive appeal to the argument that older people would 
prefer to live at home this is not invariably the case nor is it necessarily true 
that care in the community is inherently superior (Baldwin et al., 1993). 

It is therefore important to overcome stereotypical views of nursing home 
care as, despite the promises of community care, some form of alternative will 
always be required (Jani-le-Bris, 1993; Victor, 1997; Jack, 1998). Therefore, 
although more frail older people may be cared for in community settings, sig- 
nificant numbers, especially of very frail individuals, are living in residential 
and nursing homes. For example, the Royal Commission on Long Term Care 
(1999) estimated that 600,000 older people receive formal care at home 
compared with 480,000 who are in some form of care home. These figures do 
not of course include the much greater numbers of people who receive care 
primarily or exclusively from their family but they nevertheless provide an 
indication of the relative balance in formal service provision. 

Considered another way, although only about | per cent of the older popula- 
tion between the ages of 65 and 74 are in care, this figure increases to about 
20 per cent at the age of 85 (Victor, 1997). Given that the fastest growing 
section of the older population is among those aged 80+ (Health Education 
Authority, 1998), the need to both maintain and value care home provision is 
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inescapable. It is therefore no longer acceptable that institutional care is per- 
ceived as ‘universally dysfunctional’ (Higham, 1994) and there is a pressing 
need, as Salvage (1995) suggests, to create a ‘new face’ for institutional alter- 
natives so that they are viewed as desirable and accessible. Such a ‘new face’ 
must comprise a vastly improved public perception of care homes with work 
in such environments being accorded status and value. 

This presents a considerable challenge as work within institutional environ- 
ments has never been accorded a particularly high status (Kayser-Jones, 1981; 
Diamond, 1986; Gilloran et al., 1993; Lee-Treweek, 1994) and Glendenning 
(1997), drawing on the work of Pillemer and Bachman-Prehn (1991), con- 
cludes that well qualified staff do not choose to work in nursing homes. Glen- 
denning (1997) summarises a number of reasons for this: work is physically 
demanding; financial rewards and status are low; there is a ‘high risk’ of 
physical and verbal abuse; and turnover and sickness rates are therefore high 
which compounds problems of low staffing. 

Recent work (Baillon et al., 1996) has suggested that despite positive atti- 
tudes towards working with older people, stress levels among staff are high, 
often due to the lack of support mechanisms and educational opportunities for 
staff. This was a point reiterated in a recent review of the literature on the 
importance of training in long-term care environments (Nolan and Keady, 
1996). 

It has been recognised for some time that the education and training of most 
professional groups, whether at basic or post-qualifying levels, provides an 
inadequate grounding for work with older people (Redfern, 1988; Kenny, 
1988; Gill, 1988), a situation which is compounded by the unidisciplinary 
nature of most courses. As a consequence many practitioners are poorly 
prepared for the complexity of needs which older people present. This is parti- 
cularly so in long-term care settings where, as noted above, the work lacks 
status and prestige. Nolan and Keady (1996) argue that a number of funda- 
mental prerequisites need addressing before better qualified and trained staff 
can be recruited and retained in such environments. Therefore, in addition to 
adequate training in basic skills such as dealing with problem behaviour, 
wandering and aggression, a range of more therapeutic interventions should be 
introduced to staff. This provides an important conceptual distinction. For 
even though there is a need for training in techniques which deal with a parti- 
cular problem, this alone is too reductionist and is likely to reinforce the per- 
ception that older people are basically problematic. To counter this a number 
of authors have stressed that training for work in long-term care (LTC) must 
include material on topics such as normal ageing, common pathologies of old 
age, communication skills, and working with families (Chartock et al., 1988; 
Weber, 1991; Jones et al., 1992; Kihlgren ef al., 1993; Blackmon, 1993; 
Baltes et al., 1994) before attention is narrowed to particular difficulties. Such 
training should involve both qualified and unqualified staff and is particularly 
beneficial when it is multi-disciplinary in nature (Jones et al., 1992; Nolan and 
Walker, 1993). 
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As Nolan and Keady (1996) argue, however, training must also be linked to 
a coherent staff development programme, as staff who have been empowered 
by training need to be exposed to a work environment that values and indeed 
promotes innovation and change. In its absence the likely consequence is 
raised but dashed expectations, resulting in increased frustration and disen- 
chantment. Training, while important, is a necessary but not a sufficient condi- 
tion for improved care (Nolan and Keady, 1996). Staff need to have an 
explicit and agreed philosophy of care (Alfredson and Annerstedt, 1994), with 
a set of operational parameters derived from that philosophy (Armentorp et 
al., 1991; Murphy, 1992; Nolan and Walker, 1993). Many advocate the use of 
an individualised care planning programme for this purpose (Berg et al., 1994; 
Nystrom and Segerston, 1994). 

It is taken as an axiom here that staff cannot provide high quality care 
unless they themselves feel valued and supported. This is particularly so if 
they are to develop the close relationships with older people necessary to 
provide ‘constructive’ care. Therefore the formation of relationships between 
staff and individuals in LTC and the provision of stimulating activities must 
be seen as both a legitimate and a valued activity (Nolan et al., 1995; Lawton 
et al., 1995), and not viewed as ‘skiving’ (Gilloran et al., 1995). 

Recognising the importance of such ‘people work’ (Kitwood, 1993) also 
requires that support for staff is available on at least two levels. First there is 
a need for positive feedback on performance from peers and managers 
(Murphy, 1992; Kuremyr et al., 1994; Nystrom and Segerston, 1994; Alfred- 
son and Annerstedt, 1994; Gilloran et al., 1995) in order to reinforce both the 
competence required to conduct such work and its basic worth. Second there 
must be explicit recognition of the emotional impact on staff that the forging 
of close relationships with people in their care engenders (Kuremyr et al., 
1994; Scott, 1995; Sumaya-Smith, 1995). Therefore the provision of good 
emotional support for staff is essential if they are not to exhaust their own 
emotional resources (Kuremyr et al., 1994), especially when someone dies 
(Sumaya-Smith, 1995). It has been strongly suggested that the introduction of 
a system of clinical supervision provides the most effective means of provid- 
ing such support (Kuremyr et al., 1994; Alfredson and Annerstedt, 1994; Berg 
et al., 1994). 


Promoting clinical supervision 


The stressful nature of work within the independent sector has been recognised 
for some time (Nazarko, 1996), particularly, but not exclusively, among 
mental health nurses (Dionne-Prolux and Pepin, 1993; Faugier, 1994; Everitt, 
1994; Morris, 1995). Such stress is often exacerbated both by the high levels 
of physical and cognitive frailty among older people (Nazarko, 1996) and the 
relative isolation which qualified staff may experience (Dunn ef al., 1994; 
RCN News, 1999). Motivation and standards of care can therefore be difficult 
to maintain, especially when there is limited supervision and few opportunities 
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for education and training (UKCC, 1994). However, as noted above, adequate 
support mechanisms are essential if staff are to feel valued. In other words, 
staff need to feel cared for themselves if they are to provide adequate care for 
older people (Nichols, 1992). 

Clinical supervision is often promoted as one way of providing staff support 
(Tingle, 1995) and yet exactly what this means is far from clear, with the 
literature describing a range of different models (Johns, 1993; Fox, 1994). 
According to the UKCC (1995) the purpose of clinical supervision is to 'assist 
colleagues with the development of their clinical skills, knowledge and values 
in order to promote and maintain high standards and innovation in clinical 
practice.’ 

However, despite the benefits of clinical supervision being widely endorsed 
there is considerable misunderstanding as to what clinical supervision entails 
and what the actual outcomes of the process are (Malin, 2000). The result has 
been ambivalence amongst many nurses who are uncertain as to whether pro- 
fessional or managerial concerns are driving the agenda (Malin, 2000), the 
former being essentially designed to empower the supervisee while the latter 
focuses on ensuring accountability and responsibility. For example, in a recent 
study exploring the introduction of clinical supervision within community 
homes for people with learning disabilities, Malin (2000) describes the diffi- 
culties that were encountered. While there was tacit endorsement for the intro- 
duction of clinical supervision by management there was far less in the way of 
tangible resources and the process was not given a high priority. Moreover, 
staff tended to view clinical supervision primarily as a vehicle for achieving 
accountability rather than for empowering them. Therefore, although there 
were perceived benefits, particularly in terms of improved team-working, Malin 
(2000) argues that the notion of clinical supervision must be more actively 
‘sold’ to staff if it is to be of optimum benefit. This will require education as to 
its potential benefits and a clearer understanding of its aims and purposes. 

The above case example highlights many important lessons for the introduc- 
tion of clinical supervision within the independent sector, an area that has 
received relatively little attention (Smit, 1998). A recent exploratory study by 
Smit (1998) suggested that if supervision occurs at all it is often on an ad hoc 
and informal basis, with relatively little structure. Although the benefits of 
informal support should not be underestimated (Kaberry, 1992) it is also 
important that more structured approaches are adopted (Wright ef al., 1997). 
A programme therefore needs careful planning and a systematic approach to 
its introduction if it is to be successful (Farrington, 1995), together, as noted 
by Malin (2000) with clarity as to its purpose. We would argue that its 
primary aim should be the empowerment of practitioners using a growth and 
support model (Faugier, 1994) rather than addressing a management agenda. 

Of course any formal process is not resource neutral and it is essential to 
recognise the logistical and practical requirements of introducing a system of 
clinical supervision. This requires a commitment of both time and money 
(Johns, 1993) as well as the availability of sufficient supervisors. This is a 
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particular challenge for the independent sector and the benefits of partnerships 
with local education providers and others need exploring (Devine, 1995). Staff 
release is also an issue and the implications of providing an adequate support 
infrastructure, of which clinical supervision forms an important component, 
should be factored into the equation for calculating the costs of nursing home 
care. 

This will require continued investment in all staff working in residential and 
nursing home environments; without this, care is unlikely to improve. The 
central importance of this was noted over 30 years ago in the Report of the 
Williams Committee which considered the role of staff recruitment and 
training in local authority residential establishments in the UK. This concluded 
with a plea for greater investment in staff, thus: 


Unless this money is spent there is no hope of any significant improve- 
ment in the number and quality of the staff who enter and remain in resi- 
dential work; and unless there is significant improvement in these respects 
it is not possible to provide the amount and quality of care that is needed. 
The happiness and welfare of the hundreds of thousands who must be 
cared for in residential homes depends on our willingness to spend this 
money. We do not consider the extra cost excessive in relation to the 
amount of human happiness involved. 

(Williams, 1967, pp191—92) 


This is as true now as it was then. However, in addition to adequate staff 
support, standards are unlikely to improve unless there is greater clarity as to 
the values underpinning continuing care. As Kendy and Brooke (1999) note, 
practitioners are being constantly urged to confirm the ‘personhood’ of the 
people they care for while simultaneously managing a range of professional 
and organisational tensions. Achieving person-centred care is therefore 
unlikely unless the concept can be described more clearly. 


Articulating person-centred care 


Given the previously described largely negative perceptions of institutional 
care and the overt promotion of community care, such facilities occupy an 
increasingly denigrated and ambiguous niche in society. If, as is frequently the 
case, they are perceived as the environments of ‘last resort’ (Jani-le-Bris, 
1993) and are utilised only when other care options have ‘failed’ (Victor, 
1992), what function do they serve and how is it possible to create and sustain 
quality care and job satisfaction among staff? Indeed, what does ‘quality care’ 
mean in such a context? 

One of the fundamental challenges is to conceptualise adequately the care 
needs of very frail older people. This process is particularly important as levels 
of frailty and dependence in care environments are rising and will continue to 
do so (Jani-le-Bris, 1993; Victor, 1997). Without a basic framework within 
which to consider key concepts, the quality of life of such individuals cannot 
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be enhanced nor is it possible for an adequate discourse to begin about creating 
a meaningful and satisfying work environment for the individuals providing 
care. The unclear or ‘taken for granted’ manner in which the parameters of 
good care have been defined effectively inhibits achieving acceptable stan- 
dards. For example, although benchmarks such as privacy, dignity, indepen- 
dence, choice, rights and fulfilment (DOH/SSI, 1989) are presented as the 
hallmarks of good care, what such ideas really mean and how they can be 
achieved in the context of very high levels of physical and mental frailty is far 
from clear. Gilloran et al. (1993) argue that it is simplistic and misleading to 
use ‘buzzwords’ such as autonomy and individuality without agreement as to 
their definition. 

Moreover, even if consensus as to a definition can be reached, what value 
do concepts such as autonomy and individuality have for individuals who 
might be both physically and cognitively frail? To present benchmarks for 
quality which are either unrealistic, unachievable, or simply inappropriate does 
nothing to enhance quality of care, and indeed might even hinder it. This is 
not to argue that such values have no place but rather is a plea for more mean- 
ingful discussion about their applicability in all contexts. This is particularly 
important for staff who, if unrealistic or unobtainable goals are set, are likely 
to become increasingly disenchanted. For example, one of the basic failures in 
the nursing care of frail older people has been the lack of agreed outcomes for 
care. The application of a curative or rehabilitative model is often inappropri- 
ate (Reed and Bond, 1991) but in the absence of a viable alternative the result 
is often either ‘good geriatric care’ in which patients and the ward are kept 
clean (Reed and Bond, 1991) or ‘aimless residual care’ (Evers, 1991) where 
there is no discernible purpose. Such considerations apply equally in all envir- 
onments which care for frail older people. 

In the absence of agreed criteria for positive outcomes it is all too easy for 
older people to be viewed as commodities. Some years ago Diamond (1986) 
in the US vividly described the way in which people were treated as ‘feeders’ 
rather than individuals who needed assistance to meet their nutritional needs. 
Eight years later, and across the Altantic, Lee-Treweek (1994) portrayed a 
depressingly similar picture of life in a nursing home in the UK. She suggests 
that the motivation behind the activity of the unqualified care staff, who give 
the majority of ‘hands on care’, is to present the ‘lounge standard patient’. 
This is an individual who is smartly attired and looks neat and tidy whilst on 
public display in the lounge. Within their work world the presentation of a 
‘well-ordered body’ symbolises a job well done. In order to achieve this it 
was considered both necessary and legitimate to be ruthless in the delivery of 
care. Individuals who did not reach the required ‘lounge standard’ were 
confined to their own rooms, but in order to ensure that as many individuals 
as possible were presentable then ‘mistreatment and being hard towards 
patients’ became seen as an essential attribute of the good worker (Lee- 
Treweek, 1994). 

While such practices are no doubt in the minority it is nevertheless of 
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paramount importance that we are able to articulate clearly the aims of institu- 
tional care and accord them value and worth in the spectrum of care. Many 
would argue that maintaining the quality of life of residents is the key purpose 
(Denham, 1997; Twinning, 1997) but the challenges of identifying what con- 
stitutes a good quality of life for frail older people in any setting are well 
recognised (Stewart and King, 1994; Baltes, 1994; Twinning, 1997). Baltes 
(1994) suggests that ‘ageing well and institutional living’ are something of a 
paradox, hinting that the two concepts are incompatible. She argues that there 
is a need to achieve a delicate balance between overcompensating for deficits 
by doing too much for older people and optimising potential by placing too 
many unrealistic demands on them. This, as Baltes (1994) notes, represents 
the tension between security and autonomy. 

Therefore although concepts such as privacy, dignity, choice and so on still 
have an important role to play, as has been reaffirmed in studies which confirm 
their importance in other cultures and contexts (Lowenstein and Brick, 1995), 
the challenge becomes how do we achieve these laudable aims at the more 
extreme ends of frailty where most care is carried out by another individual, 
and personal space is frequently invaded. It seems clear from most of the recent 
literature that the key to quality hinges largely on the nature of interpersonal 
relationships and the recognition that the older person, no matter how frail, has 
the status of a human being. It is therefore essential that older people are seen 
to have the potential for continued growth and development, something which 
is still conspicuous by its absence in many care settings (Koch et al., 1995). 
Kadner (1994) suggests that intimacy is the essence of a therapeutic interaction 
and that to achieve this requires the self-disclosure of personal information. As 
Scott (1995) highlights, constructive care requires that staff perceive themselves 
as an instrument of care and that they have a personal investment in the people 
they are caring for. In other words caring has no meaning unless the recipient 
of care in some way ‘matters’. Scott (1995) recognises that this role is a pro- 
foundly demanding one in terms of energy, imagination, time and emotion but 
as Kayser-Jones (1981) notes ‘A personal relationship between staff and the 
elderly in long-term care institutions is desirable and essential’ (p49). Develop- 
ing and nurturing such relationships is not, however, simply a matter of intui- 
tion and being a ‘good’ person, for as Goodwin (1992) points out ‘TLC and 
enthusiasm without proper knowledge and skills is, at best, ineffective and, at 
worst, disastrous’ (Goodwin, 1992, p39). 

Unfortunately caring has never been accorded particular value or status, 
whether provided in the home by families or by paid individuals (Davies, 
1995). Davies (1995) argues that what she describes as ‘care work’, that is 
care provided by unqualified and often untrained staff on low wages, is largely 
invisible and is not seen to require particular skill. This, she believes, essen- 
tially devalues the therapeutic potential of the interpersonal dynamic between 
care workers and those in receipt of care. According to Davies (1995), even 
professional care delivered by well trained and relatively well paid personnel 
struggles to find recognition in a health service dominated by masculine 
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values. Even within the ‘New NHS’, Davies believes that essentially mascu- 
line concepts such as independence and autonomy still predominate. 

In relation to older people one increasingly worrying development is the 
current emphasis on ‘successful ageing’ (Kivnick and Murray, 1997) and its 
conflation, particularly in recent UK policy, with the promotion of indepen- 
dence (Handford et al., 1999). Minkler (1996) argues that the uncritical accep- 
tance of aims such as independence stigmatises and disempowers those who 
do not meet current criteria for ‘success’. She believes that empowerment of 
older people should be the goal to aim for and that, particularly for frail older 
people, this will mean recognising the importance of interdependence rather 
than independence. This is particularly relevant in a continuing care environ- 
ment and it is therefore important that the nature of the interdependencies 
between staff and older people are envisioned more clearly. One potentially 
useful framework is that outlined by Nolan (1997). 

Nolan (1997) was concerned with the lack of a therapeutic rationale for 
work in long-term care settings with older people and identified six ‘senses’ 
which he believed might both provide direction for staff and improve the care 
older people received. The term ‘sense’ was selected deliberately to reflect the 
subjective and perceptual nature of the important determinants of care for both 
older people and staff. The ‘senses’ are briefly described in Table 12.1. 

As yet the senses require further conceptual refinement and empirical testing 
but early work indicates that they are meaningful and robust within an acute 
care environment for older people (Davies et al., 1999). Moreover, staff also 
identify with their properties and consider that they provide a useful frame- 
work within which to locate many of the dimensions of person-centred care. 

Mulrooney (1997) argues that if standards of care for older people are to 
improve then three sets of conditions must be met. These are: 


e valuing person-centred care; 
e respecting interdependence; 
e investing in caregiving as a choice. 


The mutually reinforcing nature of these conditions are readily apparent as 
staff are unlikely actively to choose to work with frail older people unless 
there is a clear rationale for care and such care is valued appropriately. 
Person-centred care and interdependence are essential components in the care 
equation but we must have some notion of what both entail. The senses frame- 
work offers a set of parameters, albeit as yet incomplete, within which to 
locate both person-centredness and interdependence. 


Person-centred care, clinical supervision and care for the older 
person in the independent sector 


The authors of this chapter argue that the widespread introduction of clinical 
supervision into the independent sector is one way of addressing the two key 
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Table 12.1 The six senses 


A sense of security 


For older people: Attention to essential physiological and psychological needs, to feel 
safe and free from threat, harm, pain and discomfort. 

For staff: To feel free from physical threat, rebuke or censure. To have secure 
conditions of employment. To have the emotional demand of work 
recognised and to work within a supportive culture. 

A sense of continuity 


For older people: Recognition and value of personal biography; skilful use of knowl- 
edge of the past to help contextualise present and future. 

For staff: Positive experience of work with older people from an early stage 
of career, exposure to role models and good environments of care. 


A sense of belonging 


For older people: Opportunities to form meaningful relationships, to feel part of a 
community or group as desired. 

For staff: To feel part of a team with a recognised contribution, to belong to a 
peer group, a community of gerontological practitioners. 


A sense of purpose 


For older people: Opportunities to engage in purposeful activity, the constructive 
passage of time, to be able to achieve goals and challenging pur- 
suits. 

For staff: To have a sense of therapeutic direction, a clear set of goals to 
aspire to. 


A sense of fulfilment 


For older people: Opportunities to meet meaningful and valued goals, to feel satisfied 
with one’s efforts. 
For staff: To be able to provide good care, to feel satisfied with one’s efforts. 


A sense of significance 


For older people: To feel recognised and valued as a person of worth, that one’s 
actions and existence is of importance, that you ‘matter’. 

For staff: To feel that gerontological practice is valued and important, that 
your work and efforts ‘matter’. 


(Based on Nolan, 1997) 


points highlighted in this chapter. Those being: the need for a movement 
towards a more interpersonal, interdependent, person-centred approach to care, 
and the need for more formal support systems for the nurses who work in this 
sector. 

Thus, it can be suggested that if a supervisee experiences person-centred 
clinical supervision, they may be better placed (or equipped) to provide 
person-centred care to their clients. 
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It is often argued that the dynamics and processes of practice can be 
mirrored in the clinical supervision session. What practitioners experience in 
the clinical supervision can, similarly, be transferred to the practice setting. 
Butterworth (1992) hypothesised that students who are trained in a learning 
environment which encourages active listening, empathy and support will 
develop into qualified nurses who will foster similar therapeutic exchanges 
between themselves and clients. Thus, it can be suggested that if a supervisee 
experiences person-centred clinical supervision, they may be better placed (or 
equipped) to provide person-centred care to their clients. 

Whilst the arguments for moving towards person-centred caring practices are 
cogent, this development also appears to create a difficulty; that of the potential 
increase in the ‘emotional labour’ the nurses may have to experience. Several 
authors have alluded to the nature of the nurses’ own ‘reaction’ to interpersonal 
work (for example Strauss et al., 1982; James, 1989) and that this emotional 
labour is often viewed as less prestigious than technical work (Smith, 1991), 
even though such endeavour can be difficult, demanding and draining. This 
potential increased ‘load’ can be addressed, at least in part, by providing the 
nurses with clinical supervision. This argument was supported by Cutcliffe and 
Cassedy (1999) who reasoned that if nurses become more empathic towards 
their clients and thus move towards person-centred care: 


this is likely to increase the emotional labour of nursing and the nurses 
will therefore need the facility and support to be able to process these 
thoughts and feelings. This appears to be reinforcing the need for all 
nurses to receive and participate in clinical supervision, as this would be 
the ideal forum for obtaining the additional support they require. 


Whilst acknowledging that informal support systems do exist in the indepen- 
dent sector, and the value of these should not be underestimated (Smit, 1998), 
this level of support may be insufficient to meet the current demands made on 
the nurses in this area. To increase the demands without simultaneously pro- 
viding additional and importantly, more effective systems of support, would 
appear to be an ill advised development. Since support is central to the 
concept of clinical supervision, the authors argue that a more appropriate 
development would be for the widespread introduction of clinical supervision 
to run parallel with a move towards person-centred care. 


Conclusion 


The independent sector constitutes an essential element of the healthcare land- 
scape and in respect of older people provides care to some of the most frail 
and vulnerable members of society. This is skilled and demanding work which 
rarely receives the recognition it is due. 

Care is on the whole provided by dedicated staff but if standards are to be 
maintained and improved then there is a need for more adequate support 
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mechanisms and a more clearly articulated rationale for the care given. 
Clinical supervision is likely to form a key component of any supportive infra- 
structure but for its potential to be realised there is a need for more work 
which clarifies its contribution to the overall development of quality in the 
independent sector. Crucially the resource implications of providing adequate 
staff support must also be recognised and included within any calculation of 
the costs of providing care of the highest quality to those in the later years of 
their life. 
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13 Clinical supervision for nurse 
educationalists 


Personal perspectives from a 
postgraduate mental health 
nursing course 


Peter Goward, Joe Kellet and John Wren 


Editorial 


This chapter considers clinical supervision for nurse educationalists. It sets 
such practice within the context of a postgraduate mental health nursing 
course. It provides some background to the development of the course, identi- 
fies the nature of the supervision provided and goes on to discuss the value of 
supervision for nurse educationalists. The chapter also points out the differ- 
ences in the organisational structure between universities and the NHS. As a 
result, the well documented problems that arise from a person having the dual 
roles of clinical supervisor and line manager may not be as significant an 
issue for university staff as they could be for NHS staff. 

We believe that if practitioners are providing clinical supervision, then it 
would be prudent (if not necessary) for them to also receive clinical super- 
vision. This position applies equally to clinicians and educationalists. Indeed, 
many nurses educationalists continue to practise as clinicians, which adds 
further weight to this argument. Clinical supervision, we believe, should be a 
career-long activity, and the authors of this chapter provide further evidence to 
support this position. 


Introduction 


During the latter part of the last decade local and national commissioning 
intentions have responded to the need to increase the number of qualified 
nurses who are capable of meeting the increasingly complex needs of mental 
health care provision. The move from a predominantly NHS-based setting into 
higher education institutions encouraged the deliverers of educational pro- 
grammes to think more closely about the nature and level of such provision. 
Our local analysis resulted in the development of the Pre-Registration Post- 
graduate Diploma in Health Care Studies with professional registration as a 
mental health nurse. This two-year programme is designed for those who hold 
a first level or higher degree in a health related subject such as psychology or 
sociology in accordance with Statutory Instrument 1456, Rule 14A(8)X(c)(i). 
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Successful students are able to access an option to continue in pursuance of a 
master’s degree. In keeping with most current thinking (Sainsbury Centre, 
1997; Norman et al., 1996) the course development team were very clear that 
the programme needed to be primarily skills based with the underlying theory 
clustered around practical interventions that would ensure previous knowledge 
could be contextualised within good mental health practice. For us this clearly 
indicated the need to include reflective practice and clinical supervision as 
central themes throughout the whole length of the course. In this chapter we 
will consider the wider context within which this initiative began, the influ- 
ence of the curriculum, the nature of the supervision, the responses and experi- 
ences of those who acted as supervisors and a discussion of the role of 
supervisor in an educational context. 


Supervision in context 


Supervision has been present in some form amongst some mental health nurses 
for decades, with many nurses adopting the kinds of practices associated with 
other professions such as psychologists, counsellors and social workers (UKCC, 
1996; Butterworth and Faugier, 1994). In the early 1990s, the document Vision 
for the Future (DoH, 1993) promoted the use of clinical supervision through 
identified policy targets. Within the profession itself, Working in Partnership 
(DoH, 1994), and Pulling Together (Sainsbury Centre, 1997) reinforced the 
notion of supervision within mental health nursing. Butterworth’s and Faugier 
(1994) report on supervision qualified and quantified the development of super- 
vision within mental health nursing and helped to clarify the models in use. 

These developments have occurred at both a macro and micro level. At a 
macro level, policy initiatives dictate levels of excellence through pro- 
cesses and initiatives that are concerned with promoting quality, for example, 
clinical governance. At a micro level individual practitioners reflect on their 
practice through the use of PREP (UKCC, 1990) and supervision (UKCC, 
1996). Nursing no longer utilises a fixed body of knowledge and procedures 
which is simply delivered to a patient who is a passive recipient of care. 
Nursing and nurses must constantly reflect on practice and learn from 
research, theory and new skills gained in practice itself, to develop their 
knowledge and practice in order to meet the demands of a continually 
changing healthcare system. 

Part of this learning process is facilitated by supervision with the supervisor 
enabling the supervisees to reflect on their own practice and explore its know- 
ledge and research rationale thus enabling reflection through insight (Cutcliffe 
and Burns, 1998). The authors believe that group supervision greatly enhances 
the opportunity for reflection and new learning to occur, it also provides 
opportunities for support, experiences of group cohesion and enhances oppor- 
tunities for communication skills training (Markham and Turner, 1998). The 
supervisor facilitates the reflection of both the individual, and the whole 
group, and focuses this reflection on the clinical issues raised in a session. In 
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addition the supervisor can facilitate examination of the dynamics of the group 
which may enlighten relationship issues between the supervisee and the client 
as a parallel of the client nurse relationship (Playle and Mullarkey, 1998). 


Supervision of students 


The clinical supervision sessions for students were located and sequenced so 
that the students had sufficient exposure to practice that could be used as a 
basis for discussions. It was noted in the groups that students often had 
previous experience of caring in a variety of ways, but mainly as support 
workers for people who had either a diagnosis of mental illness or learning 
disability, this proving to be a useful ingredient in addition to their other life 
experiences. Early sessions with the students were taken up with setting 
ground rules and checking out and confirming that we all had a clear under- 
standing of what clinical supervision meant to us in the context of this group 
and relating this closely to the Butterworth and Faugier (1992) approach of 
seeing clinical supervision as the developing of skills through the medium of 
sharing and reflecting on experiences (from a work situation). 

This approach to the implementation of clinical supervision reflected that of 
Twinn and Johnson (1998) in that the three stages of normative, formative and 
restorative practice were followed although each aspect also led into or 
feedback to one another, so that comfort or competence in one would provide 
a sound base to move on to the next one. This meant that as the course 
progressed the level of the sessions moved from focusing on what had 
happened in their practice to developing some of the aspects identified by 
Proctor (1986) in the formative part of her model, such as links with ethical 
and skill enhancement. 

In the last six months of the course the students started to take on the lead 
facilitating role for the groups and the lecturer, as the original facilitator, 
moved to being a type of co-facilitator and providing feedback to the student 
who had led the session. This in itself was an extension of the clinical super- 
vision, the supported movement from supervisee to supervisor. In undertaking 
this way of operating, the group members experienced a number of positive 
outcomes. From a content point of view they received opportunities where 
they could explore caring issues, with the outcome of considering alternative 
caring strategies, that members should receive opportunities to explore their 
attitudes in caring situations and that members should be exposed to the ideas 
and attitudes of others. From a process point of view the students could focus 
on and model the strategies used initially to enable exploration of caring 
issues in members, consider how issues were dealt with by the group and 
quantify the link between work in the group and the impact upon practice 
outside the group. It is important to note that in this respect the supervision 
sessions linked with one another as issues were not dealt with in isolation but 
were seen as ongoing from session to session. 

As the sessions progressed the students identified a range of issues that 
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they believed had helped and enhanced their learning within the supervision 
groups. 


Establishing boundaries 


Boundaries are essential to provide an environment where supervisees feel 
supported in disclosure. Broadcasting (having boundaries written down and 
distributed) and discussing them is an essential component to enabling work in 
the group to begin. The boundaries allowed for some initial prescription on the 
part of the supervisor with greater freedom to explore developing later in the 
session and through the development of the group. Haddock (1997) high- 
lighted the feelings of anxiety evoked in groups where boundaries and struc- 
ture were not evident and there was little cohesion or support experienced as a 
result. Supervisees were encouraged to explore and communicate their worries 
and suggest ways in which they could explore their practice but feel safe. It 
was not the intention to remove all risks, as risk taking would be part of 
developing as a nurse and an aid to disclosure in the group. 


Confidentiality 


Initially through the setting of ground rules confidentiality and the supervisor’s 
role was explored. For a supervisor who is a registered nurse there were limits 
on confidentiality; for example, if a supervisee disclosed serious criminal 
abuse of clients then action by the supervisor would be inevitable. Generally 
issues raised in the group would remain in the group. If supervisees needed to 
raise an issue for themselves with their personal tutor then they would be 
supported in this; however, it would not be the supervisor’s role to report 
anything of the group to a personal tutor. 

Disclosure was also discussed and this was closely aligned to purpose. The 
purpose being to have a forum where supervisees could reflect on their 
practice. Disclosure of personal material relevant to practice would be the 
responsibility of the supervisee. For example, the supervisor may intuit from 
the supervisee that their caring might be inhibited by a similar experience in 
their own life which is inhibiting their caring. If this were acknowledged by 
the supervisee it would be up to him or her whether he or she wished to 
disclose and explore this issue. Supervisees were always given the option to 
opt out. 


Keeping to focus 


One of the problems for the supervisor was enabling the supervisees to focus 
on the purpose. Even though the purpose was highlighted in the boundaries, 
supervisees still drifted away from the purpose. As supervisor it was important 
to use communication skills to focus supervisees onto a self-reflective cycle 
rather than an other-reflective cycle. Supervisees tended to confuse reflecting 
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on others’ practice with their own, and programme theory or practice issues 
with their own assessments, judgements or rationales for their caring time. To 
aid focusing, written explanations as well as verbal examples were given of 
self reflection and Mezirow’s (1981) critical reflectivity was used as a tool to 
aid reflection. Enabling supervisees to focus on what was their experience of 
caring rather than an observation of others, was a fundamental step in the 
development of supervisee skills. 


Exploration of issues 


Once supervisees began to bring their own practice issues to the group the 
supervisor’s purpose was to enable as broad an exploration of each issue as 
possible. Once again Mezirow (1981) was used as a guide along with the 
Hawkins and Shohet (1989) process model (Figure 13.1). Actively listening to 
the supervisee (and encouraging other members to do the same) the supervisor 
would probe aspects of the issue raised as well as clarify with questions. For 
example, asking: what do you think about your judgements at the time? What 
decisions did you make? What was your rationale for your decision? How did 
the episode make you feel? All these questions enabled exploration of the issue 
for the supervisee, and in verbalising his or her thoughts enabled and developed 
within the supervisee some clarity about the situation. This enabled movement 
on to the next phase of the process model, exploration of the strategies and 
interventions used by the carer. The supervisee bringing the issue was encour- 
aged to look at alternative strategies in the situation reflecting on theory and 
research and their own nursing philosophy. Alternative scenarios were consid- 
ered and if necessary practice, or plans, initiated by the supervisee were made 
for practice outside the supervision session. In this respect outcomes were very 
important to each session, the supervision not being seen as an isolated bubble 
but a springboard for change in future practice. Thus work in the supervision 
group might produce changes in practice reflected in a learner’s portfolio of 
learning or discussed as an issue in theory in one of the action learning groups. 
Links between supervision and other reflective processes in nursing are well 


The focus of the supervision session 

e Reflection on the content of the caring time 

e Exploration of the strategies and interventions used by the carer 
e Exploration of the caring process and relationship 

e Focus on the carer’s blocks to facilitating care 


The focus of the supervisors session 

e Focus on the here-and-now process as a mirror or parallel of the there-and-then 
process 

e Focus on the supervisor’s counter-transference 


Figure 13.1 Process model of supervision 


Based on Hawkins and Shohet (1989). 
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documented (Lowry, 1998). Feedback was often expected in the following or 
subsequent sessions. Lastly in the sessions exploration of the caring process 
and relationship as well as focus on the carer’s blocks to facilitating care were 
explored. Was there anything within the supervisee that was hindering his or 
her progress with the client? Issues of gender, self-perception, race, discrimina- 
tion, culture, previous negative experiences were all raised at this point and, if 
the supervisee agreed, gently explored. 


Credibility 


Throughout the sessions comment was often made comparing the supervisor’s 
role to that of a university lecturer. In the initial sessions there seemed to be 
an acceptance that lecturers had clinical as well as educational credibility. As 
the sessions progressed and the students felt more able to challenge and 
confront it was enormously useful for lecturers as supervisors to be able to 
relate that they not only worked in the clinical arena for part of their time but 
also received supervision themselves. That supervisors were also supervisees 
enabled them, in the views of the students, to play a major role in trans- 
lating the curriculum into a functioning course at the point of delivery to 
learners. 


Supervision for supervisors 


One of the major criticisms around supervision is that those who supervise are 
insufficiently equipped for the role of supervision (Fish and Twin, 1997). 
When setting up the clinical supervision for the students we had to consider 
the fact that we needed supervision in terms of the course in order to avoid 
the frequently levelled criticism of lecturers teaching theory without the 
related practice. In considering the process of setting up supervision for lec- 
turers we had to address a number of issues which highlighted the similarities 
and differences between health oriented services and educational organisations 
and the perceived value for those concerned. 


Occupational stress 


Whilst recognising that all occupations have their own unique pressures, some 
activities are inherently more stressful than others and therefore it is incum- 
bent on organisations to diligently seek out any measure that will ameliorate 
the damaging effects stress has on overall well-being. There is literature that 
identifies the caring professions including nursing as being particularly stress- 
ful (Parry-Jones et al., 1998; Wing, 1999; Hardy, 1995) either because of the 
particularly turbulent climate caused by changes in social policy concerning 
the locus of care or through the primacy of the interpersonal aspects of the 
role and the essential therapeutic role of self (Peplau, 1988; Altschul, 1997; 
Barker, 1997; Gallop, 1997). 
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Nursing students, teachers and lecturers engaged in health focused 
programmes are also identified as being particularly stressful (Youseff and 
Goodrich, 1996; Sawatzky, 1998; Jones and Johnston, 1997; Hamill, 1995), 
possibly because the organisational turbulence and personal investment are not 
dissimilar (Humphreys, 1996). People involved in nurse education can there- 
fore be seen to be doubly at risk as they are constantly exhorted to be active 
in the clinical as well as the educational domain (Hopton, 1996). If, as all the 
evidence — albeit partially anecdotally — suggests, supervision has a part to 
play in promoting a person’s well-being, it is clearly something that should be 
available to nursing students and nursing lecturers. This may be increasingly 
important as recent moves into higher education have placed different, if not 
greater, imperatives on role performance (Rodriguez and Goorapah, 1998). 


Choosing a supervisor 


In seeking supervision the lecturers concerned elected to ask the head of 
department to act as their group supervisor, based on a number of considera- 
tions. Some writers emphasise when choosing a supervisor the primacy of the 
interpersonal skills of the person such as warmth, trust and understanding 
(Jones, 1996), the possession of relevant knowledge and skills (Sloan, 1999) 
and the ability to reflect and analyse (Fisher, 1996). Undoubtedly many within 
the university possess this laudable range of skills and attributes but this may 
not necessarily be sufficient to overcome the inherent dialectic created when 
heads of department are asked to become supervisors. The tendency of those 
in senior roles to focus on performance and action rather than exploring 
the subtitles of process (Morris, 1995), the potential for material offered 
during supervision to be used in a disciplinary manner (Burrow, 1995; 
Wilkin et al., 1997), the tendency to focus on management issues as the 
major agenda (Sloan, 1998) and the confusion caused by the duality of 
supervisory and managerial roles (Adcock, 1998) all contribute to the dif- 
ficulties when such people undertake the role of supervisor. 

Despite these warnings the sessions appeared to go well and feedback from 
all participants indicated their worthwhileness. This clearly is not wholly con- 
gruent with some of the literature and therefore leads to a consideration as to 
why this may be. Underpinning the above writers? concerns appears at least in 
part to be the potential to misuse the power differential created by hierarchical 
involvement. Power differentials are created by the extent to which one person 
is dependent on another in terms of resources and outcomes (Brass and Bur- 
khardt, 1992) and therefore is determined not only by the personal approaches 
of the participants but crucially by the nature and culture of the organisation 
by whom they are employed (Mullins, 1993). 

The locus of most literature on clinical supervision is understandably within 
care delivery arenas. Because of its military origins, nursing and hospitals in 
general are often seen as the epitome of bureaucracy. Whilst this term has 
acquired pejorative overtones and has become synonymous with ‘red tape? and 
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‘officialdom’, Hoyle (1986) paraphrases Max Weber in describing bureaucra- 
cies as organisations containing bureaucracy, specialisation, centralisation, pro- 
cedural rules and a sense of order, security and predictability. 

Many clinicians would look at their current practice and yearn for such 
order, symmetry and rationality but Hoyle suggests that whilst seldom seen 
in its pure form most organisations approximate it to some degree. The 
degree to which there is an observable and operational hierarchy within 
nursing is marked, this being supported by such things as clinical grading, 
differing levels of educational qualification, clerical specialists and the 
various tiers of management either general or clinical. 

In contrast, higher education, in which most Schools of Nursing and Midwif- 
ery now belong, arose from a more monastic, discursive origin which is 
reflected in their culture and operations. Most positions of apparent authority 
are roles not posts and alternate between people over a set period of time, the 
main decision-making bodies are committees not individual officers and 
‘academic freedom’ is acknowledged as a central facet of operational policy. It 
is suggested, therefore, that universities as organisations resonate more clearly 
with the organisational structure known as organised anarchies than with 
bureaucracies (Enderud, 1980). Whilst anarchy is not necessarily less pejorative 
then bureaucracy it points to organisational characteristics such as ambiguous 
goals, sub-unit autonomy, less positivistic means—end relationships and a 
variety of responses to external influences (Cameron, 1980), all of which are 
observable within our own university. 

It would follow therefore that nurses working within a more hierarchical 
structure would have a greater concern about the potential abuse of power dif- 
ferentials and that would inform their views and actions regarding the choice 
of supervisor. For lecturers working within a less overtly structured 
culture issues of power and potential coercion would not be as pervasive 
and therefore they may not see the hierarchical roles as antagonistic to 
supervisory roles. 

It is our view that the differences outlined create a milieu within university 
departments that is significantly different from the corresponding locus of 
activity within healthcare delivery. Therefore when ‘managers’ are involved in 
supervision it is significantly less problematic as the power difference is negli- 
gible and therefore does not compromise the internal dynamics and processes 
that are essential to effective supervision. This should not be misinterpreted as 
suggesting that nurses are more passive and reactive whereas nursing lecturers 
are in some way bolder and more proactive, but is more about the effects of 
organisational structures and cultures on the perceptions of equally valuable 
and worthwhile people. 

In fact it could be argued that as newer care-oriented developments such as 
a greater involvement of users and carers, more multidisciplinary working, 
nurse consultancy, clinical governance, health action zones and primary care 
groups begin to take effect then current bureaucratic structures will, of neces- 
sity, become more anarchic. They will therefore become increasingly reliant 
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on high quality non-power coercive clinical supervision from people with the 
appropriate skills irrespective of the position they hold. 


The value of supervision for educationalists 


The perceived benefits of supervision have been available to some of the 
caring professions i.e. midwifery and psychotherapists, for some time (Thomas 
and Reid, 1995; Farrington, 1995) and it is only relatively recently, under the 
guise of clinical supervision, that nurses have had access to these. Indeed, 
Fowler (1996) identified the use of supervision by others as being one of the 
reasons why nurses are now seeking access to such a helpful device. The 
benefits to nurses appears to outweigh the difficulties associated with super- 
vision and are thought to include developing skills and knowledge that will 
equip practitioners to meet future healthcare needs (Barton-Wright, 1994), 
increased feelings of support, well-being, confidence and higher morale (Cut- 
cliffe and Proctor, 1998), reduction in staff stress and burnout (Farrington, 
1995), clarifying status thereby reducing uncertainty and confusion (Lowry, 
1998)) and an increased confidence to tackle work related problems (Bowles 
and Young, 1999). 

There is much less published work relating to how supervision can help edu- 
cationalists; however, our own personal experiences would suggest that this is 
indeed the case. One of the first issues that arose during our sessions resonates 
with Lowry's (1998) notion that supervision aids role clarity. It very guickly 
became evident that the course leader felt that he had legitimate power in 
respect of this role and it was therefore guestionable as to how much he had to 
listen to, consider or take on board the views of the other group participants. 
Clearly he needed to come to terms with the reality that this was not just an 
exercise to demonstrate that we practise what we preach but a meaningful 
attempt at increasing the feelings of support and well-being that Cutcliffe and 
Proctor (1998) suggested. 

Addressing and ultimately resolving this issue arose during a session when 
one of the lectures in the group raised the guestion as to how decisions should 
be reached and agreed relating to course implementation. Fidelity to the pre- 
viously agreed ground rules ensured that a reasoned and seemly debate ensued 
with everyone attempting to respect the views and feelings of their peers. By 
the end of the session a democratic system of reaching agreement through a 
majority viewpoint had been agreed, with the proviso that everyone then 
accepted and stuck to that decision. 

In setting the initial ground rules, it was unanimously agreed that no written 
record of the meetings would be kept. This was partly to ensure congruency 
with the approach taken in the student groups but also to ensure total confiden- 
tiality within the group setting. Obviously the results of our discussions could 
be utilised to the benefit of the course as was the case when a better system of 
disseminating assignment information arose from discussions within the super- 
vision group. Our approach to records did mean however that we were in 
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danger of potentially going over the things time after time either through 
lapses in memory, the identification of further evidence or at times an effort to 
use prevarication and delaying tactics in order to gain personal advantage. In 
order to try to avoid an almost farcical situation arising it was decided to ask 
the supervisor to keep brief notes of the key headings, which were prompted 
and ratified by the supervisees. This constituted part of the facilitator’s sum- 
marising function at the end of one session and his introduction at the begin- 
ning of the next. 

The next challenge came when one supervisee wanted to raise an issue 
about what had happened in their supervision session with the students. This 
raised an ethical dilemma in that student supervision groups had an agreement 
not to raise any matter to others unless it fell into one of the areas where it 
had to be disclosed, e.g. illegal activities. Therefore it was felt not possible to 
discuss this issue in detail, but in an attempt to help it was decided to use 
hypothetical illustrations. At the end of this particular session there was an 
agreement that such a course of action had been of great use and had 
increased the individual’s repertoire of skills for helping students in distress. 

Perhaps the most meaningful indication that the supervision sessions were 
of value was the level of attendance. The rules of the sessions stipulated that 
all members had to be present in order to enhance ownership and commitment. 
Whilst fully recognising that this rule was incredibly ambitious and could have 
promoted pressure to attend and therefore resentment, in fact attendance was 
good with only a very small minority of sessions being cancelled, which was 
particularly noteworthy during a period of increased activity and annual leave. 


Conclusion 


It is often stated, especially in health arenas, that things appear to be essen- 
tially cyclical. Old activities could be seen to reinvent themselves as new and 
exciting initiatives, leading cynics to suggest that things are just the same as 
they have always been only with a new name. Within higher education it is 
possible to level this criticism at supervision for nurse lecturers and students. 
Students have personal tutors whose remit includes a pastoral element, course 
leaders who often address issues that may affect a student’s progress, assessors 
and mentors during clinical placements who oversee skill development. 

Lecturers have annual staff appraisal interviews, peer assessment of teaching 
and for those new to the organisation a ‘probation’ period for up to three years 
that includes regular supervision sessions. A question that arises therefore is 
that within this milieu, is there a niche for the type of supervision described in 
this chapter or is it merely repetition of other support mechanisms under a dif- 
ferent guise? It is the firm belief of the authors that this is not the case and 
there is something significant and worthwhile about the process we have 
undertaken. Often other forms of support are task-oriented and focused on 
increasing the person’s repertoire of knowledge or how to make something 
work within the given organisation. 
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The key thing that emerged from our supervision sessions was the felt sense 
of well-being and emotional support. These are outcomes that are difficult to 
empirically quantify and therefore could be questioned in a cost effective, 
financially driven arena. However, perhaps the challenge for those who 
advocate supervision in either clinical or educational settings is to establish 
appropriate ways of demonstrating its worth to those who have not experi- 
enced the warmth and power of the process. 
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14 Providing cross discipline 
group supervision to new 
supervisors 


Challenging some common 
apprehensions and myths 


Paul Cassedy, Mike Epling, Liz Williamson and 
Gale Harvey 


Editorial 


This chapter is concerned with cross discipline group supervision. It describes 
how, at the request of their local NHS Trust, two mental health nursing tutors 
provided a series of group supervision sessions to registered general nurses 
who were about to take on the role of clinical supervisor for the first time. It 
shows how the groups were established, illustrates some of the experiences of 
being in this group, and identifies some of the issues that arose, mainly during 
the early stages. It draws attention to one particularly important issue, which 
is that some novice supervisees may be discouraged from participating in 
supervision if their supervisor is from a different discipline. However, 
exposure to and experience of supervision provides such novices with an 
awareness that the supervisor’s skill in providing supportive, reflective and 
challenging supervision is more important than sharing the same discipline. 

It is our experience that when first introduced to the practice of clinical 
supervision, many practitioners have perfectly reasonable concerns that only 
another practitioner from their discipline could understand the nuances of 
their world. As stated previously, we do not believe there is one correct way 
of operationalising clinical supervision, so for some, having a supervisor from 
the same discipline may work well. However, we would advocate that poten- 
tial supervisees be mindful of the benefits in having a supervisor from a differ- 
ent discipline. Benefits not only described in this chapter, but also described 
by many of the supervisees we have trained over the years. Such mindfulness 
may help the supervisee to find supervisors with whom they can establish a 
relationship, work well with and thus develop as a practitioner and as a 
person. 


Setting up the supervision groups 


Back in 1997 clinical supervision was a new concept for the majority of the 
1500 registered nurses in the large teaching hospital where two of the authors 
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were employed. They had the task of implementing a pilot project to introduce 
supervision within the Trust. Volunteers were asked to be trained as super- 
visors and 18 registered nurses came forward. The supervisees were drawn 
from six areas which volunteered for the pilot project, but the supervisors 
came from all across the hospital. 

Purposeful time had been spent by a working party to consider and provide 
a framework for implementation that would be carefully planned, covering as 
many aspects as possible to establish a culture and provide high quality 
clinical supervision. In keeping with the structures suggested in the relevant 
literature (Hawkins and Shohet, 1989; Butterworth, 1992; Bond and Holland 
1998), and since this was to be a new experience, supervision for the super- 
visors was identified as essential within this framework, providing the much 
needed support. 

Links had been established with the local education provider in particular 
through the supervision course that was offered to the Trust. As the facilitators 
of that course, the first two authors were therefore approached by the second 
two authors to facilitate group supervision to these new supervisors for the 
duration of the pilot study (six months). An arrangement was set up with a 
number of aims and valuable opportunities in mind. These aims are described 
in Table 14.1. 

In addition to providing this learning experience, the group would be 
valuable for the new supervisors in providing an experience of what it feels 
like to be a supervisee. Participation in the group offered a unique means of 
learning, enabling empathic qualities to develop as more insight and respect 
can be gained as one begins to value the whole process of supervision. 

The first two authors accepted this invitation with a mixture of enthusiasm 
and anxiety. Although both these authors have many years of experience facil- 
itating groups in practice and educational settings, this was the first time they 
would be formally supervising general nurses in a setting and environment 
that is alien to our own. Both these authors have a background in mental 
health, human relations, counselling and training. Each of these subjects can 
be regarded as somewhat ‘mystical’ to those unfamiliar with the idiosyncrasies 
of the subject and as a result, may have caused a degree of caution in the 
potential group members. These anxieties existed on several levels. First, there 


Table 14.1 Arrangement and aims of the group supervision 


e An educative and supportive arena in which supervisors could explore and develop 
this new role 

To share their experiences with one another 

To increase confidence in carrying out their role as supervisor 

To experience group supervision 

To use the two facilitators as role models 

To provide the foundations for the groups to continue as peer supervision following 
the pilot study 
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was the initial anxiety of the supervision itself. The authors felt that they 
would be focusing on their role of supervisor rather than the role of general 
nurse, but concerns existed regarding the possibility that issues could arise 
about practice that was beyond our understanding and experience of the 
authors. Second, the authors had anxieties that mental health backgrounds 
might prove to be an issue in facilitating group supervision for general nurses. 


Supervisors and supervisees sharing the same discipline 


It is the authors’ experience from running training courses in clinical 
supervision that when first embarking on the concept, the supervisee ini- 
tially wants someone from the same discipline and background to super- 
vise him or her. There is probably an element of safety here, in that potential 
supervisees don’t want to feel vulnerable and exposed and they have always 
previously gone to a colleague for support. However, as knowledge and 
experience is gained supervisees gradually realise there is a greater oppor- 
tunity for development in choosing someone, irrespective of his or her 
background, who will stretch them and be more challenging. 

Bernard and Goodyear (1998) suggest that technical competence can be 
achieved when the supervisory dyad is of a different discipline even when an 
essential component is missing. This is the function of developing a sense of 
professional identity and helping the supervisee to socialise into that profes- 
sion by serving as a role model. Socialisation in this sense means that it is per- 
taining to the overall welfare of the community or organisation. This is a 
strong argument for the supervisory dyad to be a member of the same profes- 
sion particularly when working with a recently qualified practitioner. Although 
we were not from the same discipline we were from the same profession of 
nursing so some of these contentious issues could be explored. 

The fact that the facilitators were from different backgrounds did not 
manifest itself as a significant issue for the group members. When the initial 
arrangements were being formulated and during the preliminary sessions, the 
new supervisors welcomed the opportunity of working with someone with 
more experience in supervision. The potential supervisors suggested that they 
were concerned with the skills the facilitators exhibited as supervisors rather 
than their clinical backgrounds. It’s the authors’ belief that it is more 
important for the supervisor to be competent in and understand the 
process of supervision, than it is to share the same clinical background as 
the supervisee. 

The new supervisors were divided into three groups of six members in each; 
there was a considerable range of specialities and grades within each group. 
Only two had received supervision before and there was an even mix of those 
who knew one another and those who did not. There was apprehension about 
taking part in group supervision alongside the anxiety of taking on the role of 
supervisor for the first time. Page and Wosket (1994) allude to the notion that 
becoming a supervisor is rather like learning to swim. Although the new 
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supervisors would be getting their feet wet by going in at the shallow end 
there was also the opportunity of taking lessons and learning along side a 
more experienced swimmer. The facilitators felt qualified to take on the role 
of group supervisor as Carroll (1996) and Scanlon (1980) suggest, having 
previous supervision experience and the transferable skills of teaching and 
facilitating, so this was about to be put to the test. 


The group experience 


There were no pre-conceived ideas or guidelines about how to use the 
sessions, only that these supervisors would need considerable support as this 
new role was in its infancy. As in any new role or setting the nurse may find 
herself in, there needs to be a period of mentorship and nurturing. To help 
safeguard this new journey, it was considered important to create a contract 
for the supervision group to enable some degree of control over the experi- 
ence. A good starting point for encouraging empowerment and ownership is to 
discuss the very issues that may cause concern to the individuals involved 
(Hawkins and Shohet, 1989; Bond and Holland, 1998). Airing these anxieties 
provided a forum to share and explore a range of issues which are not only 
important to the supervisor in the group, but may also parallel the very same 
concerns of the supervisee in the work setting. 

The group decided that the time allowed for each member would be divided 
equally but urgent matters would take precedence. As status within the group 
was diverse, it was considered to be important to address this and the group 
wanted to ensure that it was put to one side to create an egalitarian approach. 
The facilitator would be mindful of this and challenge the use of a status 
position or pulling rank as a means of authority. The authors attempted to 
create a ‘level playing field’ to provide supportive challenge that would avoid 
competitiveness and encourage reflection, exploration and sharing. Each 
member agreed to be prepared for supervision, and the group would decide 
the agenda on the day. 

Confidentiality was discussed; the decisions reached were analogous to the 
agreements that were stated between supervisors and supervisees. Revisiting 
the UKCC guidelines for professional practice (1992) proved to be a good 
starting point. A breach of this code, a breach of law or serious exploitation or 
endangerment to others would normally be occasions to disclose information 
to another source (Morton-Cooper and Palmer, 2000). 

Concerns of disclosure, which would involve reporting serious malpractice 
and how these could be dealt with in the supervisory alliance, were aired, but 
also ‘what if scenarios were brought to the fore (see Cutcliffe et al., 1998a,b). 
Many issues are not easily answered; reminding the group that they were 
also in a supportive relationship and would not be left isolated can calm 
anxiety about the possibility of serious disclosure. An issue that was related to 
confidentiality emerged in one group and had an effect on both the attendance 
and dynamics. Feltham and Dryden (1994) point out that group supervision 
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does have its drawbacks; notably the group dynamics can be a complicating 
factor. 


Blurring of relationship boundaries 


A member of the group had a close friendship with another group member’s 
supervisee. This was not disclosed or picked up by the facilitator at first, but 
there was some absenteeism and when all were present some hesitance and 
holding back of material. A group member finally revealed this in a group 
evaluation round. Although the names of the supervisees were not used in the 
group, identities in this small world can be recognised so anonymity cannot be 
maintained, only the conditions of confidentiality can be provided. This was 
explored and discussed with the group with the conclusion that it would be 
more therapeutic to be open and honest about such matters and that we as a 
group needed to establish strategies to overcome such issues. Many staff, even 
within large hospitals, are going to have some awareness or acknowledgement 
of one another. Even if not, certain persons still may be able to be identified 
from the material the supervisor is working on. The issue here for the group 
and subsequent supervision arrangements is to maintain the boundaries and 
responsibilities of clinical supervision. Some group members will know one 
another and their supervisees; a group member may have a different role over 
another member’s supervisee, which could cause a blurring of boundaries or 
conflict of roles. 

Power (1999) argues that a supervisor should not agree to supervise anyone 
that he or she has a close relationship with. Bond and Holland (1998) state 
that it is the responsibility of the supervisor to hold tight boundaries and keep 
any other role outside the supervision sessions. Perhaps both of these views 
can be substantiated, but when a supervision group finds itself with such 
issues practical measures may be needed. One such method would be for 
group members to disclose a supervisee’s first name and then perhaps his or 
her area of work. If any group member recognises the supervisee as someone 
well known to him or her, he or she should acknowledge this and leave the 
room whilst this supervision work is being presented. Another method would 
be, following negotiation with the group, to have the last ten minutes of the 
session for an individual to work alone with the supervisor if his or her super- 
visee was well known to another in the group. By making every effort to 
respect confidentiality, this would help maintain objectivity and avoid the 
potential damages of avoidance or collusion. 


The early stages: finding our feet 


Attendance of one group was spasmodic in the early stages, which could have 
had a number of contributing factors. Some will always drop out for 
unplanned unexpected reasons, e.g. leaving the area. There is also the notion 
that in the initial stages of implementing supervision anxiety levels of staff 
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will be raised, in particular if it is to be group supervision (Hawkins and 
Shohet, 1989). This could result in absenteeism either from the supervision 
sessions or from work itself, as staff are apprehensive and uncertain of attend- 
ing. It is well documented that receiving supervision can reduce stress levels 
in the supervisee (Butterworth et al., 1997). However, undertaking the role of 
supervisor for the first time can have the opposite effect and increase the 
supervisor’s level of stress. 

This, in some small way, seemed to be the case here. In the pilot evaluation 
supervisors did admit to some anxiety about the size of the group and they felt 
uncomfortable with self-disclosure, which affected levels of reflection. A few 
supervisors found the whole process too much and opted out while for some 
others the group size created some reticence. One supervisor during the eva- 
luation stated that ‘it wasn’t until my group reduced to three supervisors that I 
really felt comfortable and was really able to reflect on my performance.’ 
Another mentioned that ‘it wasn’t that I didn’t trust all the group members, 
although I did feel some concern about the makeup of the group and possible 
impact on outside working relationships. The group felt too big and a little 
intimidating.’ Then went on to add, ‘I never felt sufficiently at ease to want to 
address important issues, especially due to the fragmented nature of the group 
in the early sessions.’ 

A delicate balance is needed here, as Charleton (1996) points out that super- 
vision is approached with a mixture of anxiety and relief: anxiety at the 
thought of exposing their clinical practice and relief that there is someone to 
who will really listen and provide support. It can be a problem to maintain 
attendance and keep commitment and motivation high, in particular in the 
early stages of the group when only meeting once a month in what can be a 
disquieting experience. Support and encouragement is certainly needed but 
what also needs to be built in is a professional approach to value the whole 
process of supervision, and a responsibility to make and keep that commit- 
ment. If we do not take that personal responsibility, then we are not only 
letting ourselves and our profession down, but arguably our patients or clients 
as well. 

The supervision sessions themselves were also fragmented at the start of the 
pilot in the work setting. Some found it hard to meet regularly, there were 
cancelled appointments and when some meetings did occur there were per- 
ceived to be no major issues to discuss or explore. So for some new super- 
visors the relationship with the supervisee was difficult to get going and the 
alliance slow to develop. This meant that those supervisors who hadn’t met 
with their supervisees felt inhibited or even embarrassed about attending the 
group sessions. Further exploration with the group revealed that some form of 
parallel process might have been occurring. Although this is a very complex 
phenomenon a simple definition would be that at times the dynamics of the 
relationship between client and nurse become paralleled or mirrored in the 
relationship between nurse and supervisor. Carroll (1996) gives a comprehen- 
sive overview of this phenomenon from a psychoanalytical and counselling 
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perspective, while Power (1999) goes into some detail from a nursing perspec- 
tive. Therapeutic relationships do take time to grow and develop, even more 
so when the meeting is only for one hour a month. So the rather fragmented 
start to the supervision process for some in the work setting appeared to 
mirror that of one of the supervision groups in the pilot project. Perseverance, 
commitment and enthusiasm were needed by all those concerned in the 
process as well as the full backing and co-operation of those on the periphery. 
The supervision group needed to become aware of this so that we could 
address the issue and work on our own group co-operation. 

An advantage of group supervision over individual supervision is that parti- 
cipants can share their abilities and resources for a common purpose. Listening 
to other group members presenting their supervision work can help others in 
the group to identify and express issues in their work setting. This is particu- 
larly valuable, as new supervisors may well experience similar difficulties 
(Bond and Holland, 1998). There are developmental opportunities as each 
member can be a co-supervisor for one another, enabling reflection and super- 
vision skills to develop. Creativity has an opportunity to be rediscovered and 
developed for the task in hand. The authors needed to remind themselves to 
take risks and were eventually rewarded with a greater richness of learning 
and experience. Tuckman's model (Tuckman, 1965) of group development 
suggests there will be confusion and conflict in the early stages but if success- 
fully managed it will lead to a successful performance of the task. 


Themes arising from the group 


There were common themes of material that emerged from the group super- 
vision sessions. Rather than the supervisee focusing on his or her clinical 
practice it tended to be relationships with other members of staff or his or her 
own personal development issues. It seemed that at least initially most super- 
visees needed to focus on the formative and restorative aspects of supervision 
rather than on the normative function. There could be several reasons for this; 
it would seem that there is little already available in terms of support systems 
to focus on personal issues related to team working and professional develop- 
ment. Such issues may therefore have been stored away or built up over a 
period of time leading to a backlog of concerns or issues needing to be 
addressed before the supervisees could move on to examining their own 
practice in more depth. This is not to suggest that there is no need for super- 
vision in the normative function for general nurses. 

Bond and Holland (1998) propose that the focus of supervision leads from 
the restorative to the formative and finally to the normative when safety in the 
relationship and process has been established. The experiences the group 
reported in the nature of the material brought to supervision can therefore be 
viewed as following such a pattern and process, which needs to be worked 
through in the development of the supervisory relationship. Progressing onto 
exploring issues relating to practice would be the next phase of the process. 


Providing cross discipline group supervision 205 


It’s possible that initially the supervisees need to feel fully supported to reflect 
more in depth on their care and relationships with patients. There is a miscon- 
ception that it is only when nurses are working with patients intensively over 
a long period that there is need to reflect on that work and the relationship. 
Nurses working in areas with a rapid turnover of patients often underestimate 
the significance of their relationship with patients and families for the patients 
and themselves. Even brief relationships may leave unresolved issues for the 
nurse, which could be explored in supervision. 

The supervisors new to their role may have allowed some supervisees to 
keep their focus on ‘familiar’ issues as this gave them an opportunity to build 
up their own confidence in their role before having to face more demanding 
situations that may raise anxiety, e.g. dealing with uncertainty. 

A common theme also emerged in how the supervisors tackled these issues 
and the types of interventions they used. Perhaps because the supervisors were 
apprehensive of this new role and of being viewed in a position of responsibil- 
ity, they tended to be rather prescriptive and solution focused in their interven- 
tions. This tendency to focus on the actions and activities of the supervisee 
with problem solving in mind was seen to be a measure of success. There was 
also the misconception on the supervisors’ part that solutions to problems 
identified in supervision could be written up for the evaluation in order to 
demonstrate its value to the organisation. Indeed, following the pilot and eva- 
luation a number of supervisors reflected that this was primarily a symptom of 
their lack of experience with supervision and that it fitted more comfortably 
with their more familiar nursing role. 

What emerged from the group sessions and proved to be valuable learning 
were the ways the new supervisors perceived their authority and how comfor- 
table they felt with it. Pickvance (1997) states that new supervisors will bring 
to the role their own feelings and experiences regarding authority. The facilita- 
tors felt that it was paramount that the supervisors did not over-identify with 
an authoritarian role by being too prescriptive and being seen to have all the 
answers. Conversely there should not be denial of the role by an avoidance of 
challenging supervisees and leaving sessions without clarity or focus. Both 
these characteristics appeared in the supervision sessions as some supervisors 
found it easier to stay purely supportive while others wanted to focus intently 
on outcomes. This will have the effect of undermining the supervisee and the 
whole purpose and process of supervision. What needed to be established in 
the supervision relationship was a genuine space for reflection, thinking and 
development, not only for the supervisee but also the supervisor. 


Seeing the big picture 


This ability did develop during group supervision and the supervisors were 
able to work with their supervisees in a different style from any previously 
experienced. This was not only to be more facilitative in their approach 
but also to have a wider vision. Hawkins and Shohet (1989) refer to this as 
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helicopter vision, which is the ability of the worker to switch perspectives at 
various times. The purpose is to help the supervisor to take a broader perspec- 
tive on the supervisee. This is to not only focus on their practice and work 
setting but also to consider their (the supervisors’) own behaviour and experi- 
ence and the reasons for acting as they do. There is a matrix of relationships 
and possible issues to be explored and reflected upon. 

One supervisor presented a case where the supervisee felt left out and not 
part of the ward team. What they both initially began to explore was to find a 
solution to the problem and how to resolve it. This was in part due to the 
supervisor’s desire to problem solve as this was her usual way of working. 
During group supervision this was processed and other possible interventions 
and ideas reflected upon. Following this exploration the supervisor felt more 
able and thus competent to utilise facilitation skills and help the supervisee to 
reflect more deeply. When the case was next presented in supervision, it 
surfaced that the supervisee felt more isolated with herself rather than with 
others and a broader picture emerged. She worked part time, was caring for an 
elderly relative and had just returned to practice following maternity leave. 
She now lacked confidence in herself and questioned her ability in a changing 
ward environment. 

The supervisor had helped the supervisee to focus more on how to build up 
her self-esteem and confidence, what she actually wanted for herself and how 
to develop more supportive relationships in her team. Eventually there was 
more insight and understanding and the supervisee felt more able to disclose 
her feelings to others. She began to update herself with practice issues which 
enabled her once again to feel involved. Hawkins and Shohet (1989) point out 
the skill of seeing things in a wider context is difficult at first and can only 
fully be developed during the actual supervision process. This was also our 
experience as the skills began to emerge and then develop during the life of 
the group. 


Moving towards supervisee centred skills 


Perhaps also due to a lack of skill or experience, there was some initial 
anxiety of utilising more the catalytic or facilitative type of intervention and 
its links to helping in a counselling type of role. Supervision is not counsel- 
ling, although many of the skills and certainly the qualities that make the 
working alliance are transferable. The overall intention and purpose of each is 
different: counselling is focused solely on the person being counselled while 
the focus of supervision is primarily on issues that ultimately affect the super- 
visee’s practice. However, this should not discount the need for support for 
the supervisee as a person and in his or her emotional and psychological 
development. As Bond and Holland (1998) argue, support is open-ended. 
Good supervisors need to develop their use of counselling skills as well as 
feeling confident and comfortable with that process. There needs to be an 
ability to be aware of their appropriate and inappropriate use as well as to 
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recognise when they may need to refer elsewhere. The supervisor needs at 
least to be able to contain any emotional material the supervisee brings to 
supervision and have at least some understanding of the psychological pro- 
cesses that may be occurring. A fear that new supervisors may often have is 
saying the wrong thing or not wanting to put their foot in it. However, if they 
truly are actively listening and communicating their empathic understanding 
there needs to be no such fear. Communication skills such as paraphrasing and 
reflecting back key words or feelings are very powerful in enabling the super- 
visee to be really heard and understood. But what the new supervisor will 
need is to feel supported in this different way of working and have a forum, 
such as their own supervision, to explore any issues that may arise. 

The essential ingredients of good communication, learning and supervision 
are Rogers’ core conditions of warmth, genuineness and empathy (Rogers, 
1962). It is important for us all to re-establish this at times, in particular when 
the relationship is difficult or demanding and when rapport is hard to establish. 
We endeavoured to create these conditions in the group to create a climate and 
culture to serve as a good model for relationships. 


Final reflections 


Overall, the involvement in group supervision for the new supervisors was a 
positive experience. Although it took some time for trust to develop with the 
facilitators we all felt the benefits by the end of the pilot project. The facilita- 
tors have learned that there is a fine balance of support and challenge needed 
at the start of a group, alongside being able to keep the balance of commit- 
ment, enthusiasm and responsibility to the task. Perhaps the facilitators did not 
successfully juggle all the aspects together at the beginning. The facilitators 
have also gained a wider experience in group facilitation and felt it is success- 
ful to supervise others of a different discipline in this capacity. We are also 
indebted to the various group members for providing us with material and 
valuable learning that we can take back into our educational setting and the 
supervision course. 

The group members report that they will take away the experience of being 
supervised, in that levels of self-awareness regarding the role of supervisor 
have increased significantly. The development of facilitation skills and the 
ability to view the supervisees’ work in a wider perspective have also been 
fostered. The supervisors reported that it was important that they were sup- 
ported and nurtured through this beginning process of being a guardian to 
another (their supervisees). The analogy of parent and grandparent that Page 
and Wosket (1994) refer to is a useful one to use here. If the supervisor is 
acting as a ‘parent type figure’ to the supervisee then the supervisor of the 
supervisor is similar to a ‘grandparent figure’. The supervisor who is new to 
the role will need fostering for some time while he or she becomes more 
effective and competent in that role. This analogy also addresses the question 
of where the continuous line of supervision ceases. The supervisor of the 
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supervisor (grandparent) can eventually withdraw as they place more trust in 
their supervisors. However, they can be a reassuring figure in the background 
for welcome support when needed or at times of emergency. Grandparents 
will occasionally seek out help and support from other adults or peers in a 
similar role; the facilitators certainly did this at times, with certain colleagues 
and ourselves. They would share some of our ideas or findings or check out 
with one another some small detail. 

Through their development and learning most group members felt they had 
now reached a stage where they could function more autonomously as a super- 
visor. Some have arranged to meet in small peer groups while others can 
utilise their own clinical supervision at times to reflect on their supervision 
role. The arrangements for providing support for the supervisors will inevita- 
bly vary. This will depend on the overall amount of supervision work the 
nurse is undertaking, but will need to be monitored. All the supervisors will 
however, continue with their own clinical supervision. As the UKCC (1996) 
position statement proposes, this will assist life long learning, as indeed, some 
will eventually step into the role of ‘grandparent’ and become a supervisor of 
supervisors themselves. 
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15 Developing methods for 
evaluating clinical supervision 


Julie Winstanley 


Editorial 


This chapter focuses on evaluating the effects of receiving clinical supervision, 
and indicates that some progress has been made in this area. It 
reviews current methods that have been suggested as a means to conduct 
this evaluation and discusses the various techniques used by nursing 
researchers, in relation to their usefulness and validity (see Winstanley, 1999). 
The chapter also reviews the results and assessment instruments which were 
used to evaluate clinical supervision in the largest study to date of this 
kind (Butterworth et al., 1997). Following a new study by the same research 
team, this chapter then reports on the progress made with the development 
of an evaluation scale, specifically for evaluating clinical supervision (Win- 
stanley, 2000). In addition, the chapter also includes key findings from this 
study. 

We believe that this chapter shows two important developments in the sub- 
stantive area of clinical supervision. First, that notable progress has been made 
in the development of validated and sufficiently sophisticated instruments used 
to evaluate the effects of receiving clinical supervision. Second, that the fre- 
quency and duration of sessions (in addition to the quality of training) appears 
to have significant influence on the supervisee’s experience of supervision. 
This may not be entirely surprising. Since clinical supervision involves a rela- 
tionship between the supervisee and supervisor, it is quite possible that these 
relationships need time to develop the sense of trust, safety and commitment 
necessary for effective clinical supervision to occur. Hence, the greater the fre- 
quency and duration of sessions, the sooner the supervision can become effec- 
tive. 


Introduction: Why the need for evaluation? 


The importance of clinical supervision for nurses has been reiterated and 
emphasised with the introduction of clinical governance in 1999. The report 
entitled The New NHS — Modern and Dependable (DoH, 1998), stated that 
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trusts should encourage a 


self-evaluative and responsive culture amongst district nurses that will 
allow clinical practice to evolve and reflect emerging evidence of effec- 
tiveness. 


Consequently, the combined effects impetus of evidence based practice, value 
for money and the introduction of clinical governance, has re-affirmed the 
need for the evaluation of clinical supervision. 

A substantial link has been established between the good practice of clinical 
supervision and the responsibilities necessary for effective clinical governance, 
and a briefing paper by Butterworth and Woods (1999) has stated that: 


Participating in clinical supervision is a clear demonstration of individuals 
exercising their responsibility under clinical governance. Organisations 
have a responsibility to ensure that individual clinicians have access to 
appropriate supervision and support in the exercise of their joint and indi- 
vidual responsibilities. 


Now that clinical supervision has an established role to play in the working 
practices of the nursing workforce, effective evaluation of clinical supervi- 
sion is one of the important challenges which currently face nursing. Most 
of the evaluation methods that have been used to date have been developed 
locally, and have tended to be qualitative in nature. This diversity has been 
largely due to the lack of a national standard protocol. A number of data col- 
lection methods have been employed: for example, audit forms, self-completion 
questionnaires, focus groups, personal interviews and feedback techniques. 


Setting standards for evaluating clinical supervision 


It has been suggested (Cutcliffe, 1997) that if one could establish a minimum 
standard of quality of supervision, future research studies and evaluations of 
clinical supervision could use this as selection criteria for participants. 
However, the quality of clinical supervision is dependent on so many factors 
that it may be beyond the control of either the supervisee or the supervisor. 
Cutcliffe emphasised that clinical supervision was not a skill that could be 
learnt fully in a couple of days and that should a nurse receive inadequate or 
insufficient training, then the quality of his or her supervision would be 
affected. In addition, there are several models to choose from, and a range of 
different ways of integrating clinical supervision sessions into the working 
environment. Proctor’s (1991) model, which identified areas that the process of 
clinical supervision sought to address, has been widely accepted by the profes- 
sion. These areas are the normative component (issues related to quality 
control and organisational responsibility), the formative (development of 
knowledge and skills) and the restorative (supporting personal well-being). 
Clearly an effective evaluation system would need to include elements which 
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address all three components of Proctor’s model and have the capacity to 
function in a variety of settings with proven validity. 


Clinical supervision in practice 


In practice, we know that clinical supervision takes place in a variety of ways. 
Once an NHS trust has decided to implement clinical supervision and has 
invested in the training of staff for the supervisory role, actual implementation 
is a lengthy process. It usually becomes established in ‘pocket’ areas of each 
trust to begin with, perhaps even within one speciality: evidence of these var- 
iations can be seen in the chapters in the ‘Introduction’ section. Variations in 
the structure and process of clinical supervision occur as a result of a variety 
of reasons, including: 


e local policy and managerial decisions made within each Trust as to how 
to integrate the supervision process into working practice; 

e the particular understanding or philosophical bent of those leading the 
implementation. 


For example, the manner in which clinical supervision has been implemented 
into the working practice of community nurses varies considerably from that 
of hospital based nurses. 


Why do we need a validated evaluation scale for clinical supervision? 


The literature has largely considered clinical supervision to be a ‘good thing’ 
and there is an explicit assumption that it will assist in the application of 
nursing theory to practice. The main benefit of clinical supervision is the 
potential improvement in client care but, to date, the published research has 
been limited to reports of the efficacy of clinical supervision, in terms of 
increased satisfaction with the working environment (Begat et al., 1997), or 
decreased levels of strain in nurses (Hallberg and Norberg, 1993). This has 
been due, in part, to the lack of a validated assessment scale specifically to 
measure clinical supervision. It has been suggested that the use of existing 
instruments to measure the effectiveness of clinical supervision has not been 
entirely successful (Butterworth et al., 1997) and that more research is needed 
to devise new evaluation tools. Clearly prompt access to a validated instru- 
ment for measuring the efficacy of clinical supervision would serve to enhance 
opportunities for more quantitative research in this area. 


Present systems for evaluation of clinical supervision 


Qualitative 


Focus group interviews 


Focus group interviews have been used increasingly in nursing research 
(Macleod Clark et al., 1996) and are said to be particularly suited to the study 
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of attitudes and experiences (Kitzinger, 1994). Sessions are labour intensive but 
produce a vast amount of data of a qualitative nature. However, in this data col- 
lection method, the unit of analysis is the group and therefore this would not be 
a suitable method to evaluate the supervisee’s or supervisor’s individual experi- 
ence of the clinical supervision process, if required. Thematic content analysis 
of data from focus groups has enabled a clearer definition of what makes a good 
supervisor (e.g. Sloan, 1998), but has not enabled measurement of the attributes 
associated directly with the effectiveness of the supervision given. 


Semi-structured interviews 


A sub-sample of individual supervisees and supervisors can be selected for 
interview, either randomly or purposively and these data may be transcribed 
for analysis. White et al. (1998) reported on the ‘lived experience’ of clinical 
supervision in findings from 34 in-depth interviews, conducted with a 
sample of nurses engaged in clinical supervision. Reaction was generally 
positive and valuable outcomes were reported in the areas of peer support, 
encouragement of openness and honesty, self esteem, staff morale and 
stronger relationships with colleagues. A different study which investigated 
mental health nurses perceptions and experiences of clinical supervision 
(Scanlon and Weir, 1997) also produced rich data using this method, but 
neither of these studies set out to explore the effectiveness of the supervision 
the supervisees received. 


Self-completion questionnaires 


Questionnaires for self-completion, which contain open-ended questions, can be 
developed to suit the local information needs required at the time of evaluation. 
Written responses from these instruments lend themselves to being thematically 
analysed and categorised. Although the time required to complete this type of 
questionnaire, compared with a personal interview, is often brief, the analysis of 
data can be time-consuming and may sometimes require some computational 
expertise. The Experience of Clinical Supervision Questionnaire (ESQ), for 
example, has been developed by Nicklin (1997) and consists of twenty items 
designed to elicit the perceived effectiveness of the supervision experience. This 
instrument has demonstrable reliability and is currently being used in several 
centres on a trial basis (Nicklin, personal communication 1999). Several other 
studies have reported on the development and use of simple self-completion ques- 
tionnaires, sometimes referred to as audit forms or recording sheets. For example, 
an evaluation questionnaire developed for use in a nursing development unit 
(Mahood et al., 1998) comprised several quantitative items, in a format for the 
measurement of some aspects of efficacy. Supervisees were asked to indicate the 
percentage of time spent during a supervision session in the areas of education, 
support, personal development and practice. This style of questionnaire, if care- 
fully constructed, can yield a valuable mixture of qualitative and quantitative data. 
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Quantitative 
Self-completion questionnaires 


These instruments usually contain statements which require the respondent to 
indicate his or her level of agreement or preference using a Likert scale. For 
example, a Likert scale for agreement might range from 1 to 5; 1=strongly 
disagree, 2=disagree, 3=no opinion, 4=agree, 5=strongly agree. The responses 
can be analysed numerically, summarised using descriptive statistics and 
compared using standard non-parametric statistical tests (Siegel, 1956). 

Several researchers have reported on the development of their own assess- 
ment scales for use in evaluation. For example, twenty-six qualified nurses took 
part in a pilot study conducted by Severinsson and Hallberg (1996a), aimed at 
evaluating the nurses’ experiences of the effect of clinical supervision on 
psychiatric healthcare by questionnaire. The nurses completed a sixty-two-item 
questionnaire, of which twenty-four questions were designed to describe the 
respondents’ views of the effects of supervision. Analysis identified three 
factors: improved communication skills, improved sensibility to patient needs 
and personal growth. Although this was a pilot study and had the limitations of 
small sample size, this study demonstrated the technique of using factor 
analysis to identify underlying concepts associated with effectiveness of clinical 
supervision. The same methods have been used in a different study, by the same 
research team, to investigate nurse supervisors’ views of their supervisory roles 
(Severinsson and Hallberg, 1996b). The questions on a ten-item questionnaire 
were answered on a four-point Likert scale and results identified the super- 
visors’ personal qualities and views of their leadership role. 


Existing assessment instruments 


The Clinical Supervision Evaluation Project (CSEP) (Butterworth et al, 1997) 
reported difficulties in the use of existing research instruments to measure the 
process of clinical supervision. This project was conducted over twenty-three 
sites in NHS Trusts from England and Wales, and looked at the effects of the 
implementation and evaluation of clinical supervision on the nursing work- 
force. To date, this study has generated the largest database from nurses 
engaged in the process of giving and receiving clinical supervision. The 
research team screened existing instruments available at the time, which were 
likely to evaluate the core components of clinical supervision, as defined by 
Proctor (1991). Five instruments (shown in Figure 15.1) were deemed likely to 
be sensitive to changes in at least two of the three components of clinical 
supervision. The third component, formative, relates to the process of develop- 
ing knowledge and skills, and evaluation of this component was thought to be 
possible using educational audit and individual performance review. 

Results from the completion of the five selected instruments accumulated 
a vast data set on levels of stress, coping skills, job satisfaction and 
psychological status from 586 nurses engaged in the process of clinical super- 
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Component Instrument Description 

Normative Minnesota Job Satisfaction Scale (Weiss, 20 items, rated from 1 to 5 
1967) 

Restorative Maslach Burnout Inventory (Maslach 28 items, rated from 0 to 3 


and Jackson, 1986) 

General Health Ouestionnaire (Goldberg 30 items, rated from 1 to 5 
and Willaims, 1988) 

The Nurse Stress Index (Harris, 1989) 28 items, rated from 1 to 6 
Cooper Coping Skills (Cooper ef al., 1988) 22 items, rated from 0 to 6 


Figure 15.1 Instruments used in the clinical supervision evaluation project 


vision. These data have shown that occupational stress levels in nursing have 
risen in recent years (Butterworth et al., 1999) and that (say) working in the 
community is more stressful than working in hospital settings. There was also 
evidence that grades of staff were affected differently by stressors and that 
proposed interventions for stress management should be tailored accordingly. 

Although there was a wealth of positive feedback and evidence of the 
beneficial impact on staff (White et al., 1998; Butterworth et al., 1997), the 
quantitative data using the chosen existing assessment questionnaires showed 
only two instruments were sensitive to changes with respect to the clinical 
supervision process. As a result, recommendations were made in the final 
report that only the Minnesota Job Satisfaction Scale and the Maslach Burnout 
Inventory would be of value in future evaluation studies. 


Significant findings using existing instruments 


The Minnesota Job Satisfaction Scale 


The study by Butterworth et al. (1997) reported that when supervision was 
withdrawn from supervisees during the second phase of the national project 
there was a significant decrease in levels of job satisfaction. The opposite 
effect was seen for the participants who had previously not been in receipt of 
supervision; that is, those who, in phase one of the study, had formed the 
control group. This group and the supervisors group showed a decrease in 
levels of satisfaction whilst not in receipt of clinical supervision and a stabili- 
sation once supervision was introduced. 


The Maslach Burnout Inventory 


Levels of emotional exhaustion and depersonalisation showed an increase for 
nurses on the evaluation study who had not been receiving clinical super- 
vision. Once clinical supervision had been introduced the instrument also 
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showed that levels had stabilised, and in some cases decreased. A Swedish 
study (Palsson et al., 1996) also analysed levels of burnout amongst groups of 
district nurses before and after systematic clinical supervision using a burnout 
measure developed by Schaufeli and Enzmann (1993). In contrast, they 
reported no significant change over time, within or between groups. 


Development of the Manchester Clinical Supervision Scale 


Nursing researchers from the Manchester School of Nursing have completed a 
further study, evaluating clinical supervision in a variety of nursing settings in 
the UK. The main aim of the study has been to develop and validate a quanti- 
tative instrument to effectively evaluate clinical supervision from the super- 
visee’s perspective. 


Source of items for the questionnaire 


The first stage in developing the new scale was to search for potential items 
for inclusion in the first pilot questionnaire. Qualitative data was drawn from 
two rich data sources readily available to the research team: the Clinical 
Supervision Evaluation Project (CSEP) and the findings from a set of in-depth 
site interviews conducted by Professors White, Butterworth and Bishop. Fol- 
lowing a comprehensive review of the literature, these data sources were 
thought to be the most suitable for developing appropriate and relevant items 
to be used in the construction of a new scale for measuring the effectiveness 
of clinical supervision. Both sets of qualitative data were collated and the 
comments made by the respondents were transformed into a set of statements. 
These formed the framework for the new questionnaire. 


Piloting 


Initially, a 59-item scale was developed and piloted at five centres in England 
and Scotland, representing a range of nursing specialities. Respondents were 
asked to score statements related to the clinical supervision they received, based 
on a five-point scale from ‘strongly disagree’ to ‘strongly agree’. Responses 
from 467 completed scales were analysed. Exploratory factor analysis was used 
to identify significant factors associated with the process of clinical supervision 
and reduce the number of items on the scale to those of statistical value. 


Field testing 


Following the pilot stage, the scale was reduced to 45 items and field tested at 
a further three centres in the UK. A full replication study has been completed, 
using both pilot and field datasets, and a scale of 36 ‘common’ items compris- 
ing seven factors has been established which can be replicated using different 
samples of nurses. 
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Factor Related to: Number Content 
of items 
Trust/rapport Normative/ 7 Level of trust/rapport with the supervisor 
restorative during the session/ability to discuss 


sensitive/confidential issues 


Supervisor Restorative 6 Extent to which the supervisee feels 

advice/support supported by the supervisor and a 
measure of level of advice and guidance 
received 

Improved care/ Formative 7 Extent to which the supervisee feels that 

skills clinical supervision has affected their 


delivery of care and improvement in skills 


Importance Normative 6 A measure of the importance of receiving 

value of clinical supervision and whether the 

clinical clinical supervision process is valued 

supervision or necessary to improve quality of care 

Finding time Normative/ 4 A measure of the ease of finding time for 

restorative clinical supervision sessions 

Personal issues Restorative 3 A measure of how supported the 
supervisee feels with issues of a personal 
nature 

Reflection Formative 3 A measure of how supported the 


supervisee feels with reflecting on 
complex clinical experiences. 


Figure 15.2 Components of the Manchester Clinical Supervision Scale 


Calculation of sub-scales 


The 36 items (statements) on the questionnaire identified seven factors, which 
when labelled, included elements of all three components of Proctor’s model 
of clinical supervision, the model most widely used by the nursing profession. 
The seven factors of the Manchester Clinical Supervision Scale are shown in 
Figure 15.2. The calculation of sub-scale scores is achieved by simply adding 
together the scores (from 1—5) on each item within each factor. 


Reliability issues 


Cronbach’s alpha coefficients were calculated to establish the internal consist- 
ency of the items within each sub-scale and between each of the sub-scales; 
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these values were all consistently high, above 0.8 (Cronbach, 1951). The 
intraclass correlation coefficients (Bland and Altman, 1996) for test- 
retest reliability on the sub-scales and total evaluation scores were all above 
0.9. 


Major findings from the study 


The database from the study contains completed measures from 1027 nursing 
staff, comprised of two fairly equal groups of community and hospital based 
nurses. Analysis of the demographic characteristics of these two major staff 
groups showed striking differences. Hospital based staff were more likely to 
have chosen their own supervisors and had supervision on a one-to-one 
basis. Their sessions were more likely to have been held within the normal 
workplace rather than away, were shorter and less frequent than those 
experienced by community based staff. The results of these analyses, using 
the MCSS, have given new insight into how the various implementation strate- 
gies of clinical supervision work in practice. 


Length and frequency of sessions 


The protocol for the CSEP stated that the length of sessions for the partici- 
pants of the project had to conform to certain characteristics, namely, that the 
supervisees should have received clincial supervision for ‘not less than 45 
minutes every four weeks’ (Butterworth et al., 1997). Based on their experi- 
ences in implementing clincial supervision at that time, this was an informed 
decision made by the researchers on the study. This criterion has also been 
used by other clinicians as a guide to best practice in relation to the delivery 
of clincial supervision (Nicklin, 1997). 

Results of analyses, using the MCSS, support the recommendations that 
sessions should be of significant length to be effective. However, the results 
showed the outcome for the two staff groups were different. For hospital staff 
the greatest increase in the evaluation scores occurred when the length of 
session increased to between 46—60 minutes, whereas for community staff, the 
evaluation scores increased most when the session length increased to over one 
hour (see Figure 15.3). For hospital staff, these results indicate that clincial 
supervision sessions should be a maximum of one hour; for community based 
staff, there may still be some benefit from extending clincial supervision 
sessions to last longer than one hour. 

For hospital staff, the benefits from receiving clincial supervision 
reduced significantly if the sessions were more than three months apart. 
In contrast, for community staff, scores associated with Improve care/ 
skills and Importance/value of clincial supervision reduced significantly if 
the sessions were less frequently than monthly (see Figure 15.4). These 
results support the hypothesis that supervisees benefit from more frequent 
clincial supervision sessions: supervisees in monthly or bimonthly sessions 
achieved the highest evaluation scores. 
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Figure 15.3 Mean total community supervision session length by community/hospital 


1404 


Session frequency 


Mean Total CS Evaluation Score 


WB at cast monthly 


M23 monthly 


HB more than 3 months 


Hospital Community 


Figure 15.4 Mean total clinical supervision session frequency by community/hospital 
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Choice of supervisor 


Much has been written about the quality of the supervisory relationship and 
what makes a good supervisor. Faugier and Butterworth (1994) stated for 
example, when describing aspects of the supervisory relationship, that ‘without 
trust there is no relationship’. Wilkin (1992) suggested that ‘the important 
factors for selecting a selecting a supervision partner seem to be mutual trust, 
respect for each other and feeling comfortable in each other’s presence’. 
Nicklin (1997) included in his protocol for clinical supervision that ‘where 
possible each nurse will be able to choose his/her own supervisor’. Using the 
MCSS, changes in the sub-scale scores indicated an increased readiness to 


Factor Hospital staff Community staff 

Trust/rapport All sub-scales and total clinical 

Supervisor advice/support supervision evaluation scores 
Length of Improve care/skills higher as time increased 
sessions Importance/value of clinical 

supervision 

Personal issues 

Reflection 


Total CS evaluation score 
highest for sessions of one hour 


All sub-scales and total clinical 


Improve care/skills 
Importance/value of clinical 


Frequency of supervision evaluation scores supervision 
sessions reduced if more than three Reflection 
months apart Finding time 

Total clinical supervision 
evaluation score higher for 
sessions held at least monthly 

Supervisor Trust/rapport higher if chosen Trust/rapport 

allocated or 

chosen Finding time higher if allocated Reflection higher if chosen 
Trust/rapport 

Within or Not analysed, because most Improve care/skills 

away from nurses were supervised within Importance/value of clinical 


the workplace 


One-to-one 
or group 


the workplace 


Not analysed, because only 
ten per cent of staff in group 
sessions 


supervision 

Finding time 

Personal issues 

Reflection 

Total clinical supervision 
evaluation score higher if away 
from the workplace 


Supervisor advice/support 
Finding time 
higher in group sessions 


Figure 15.5 Summary of significant findings using the MCSS 
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learn from someone whom they had chosen as their supervisor, suggesting a 
more effective engagement between supervisor and supervisee was necessary 
for trust, rapport and challenge to develop (see Figure 15.5). For hospital staff 
only, there was also a difference associated with finding time for the sessions. 
As was reasonably expected, the score for finding time was found to be higher 
for the supervisees who had a supervisor allocated to them. 


Sessions within or away from the workplace 


White et al. (1998) reported that clinical supervision sessions had been ‘inten- 
tionally held in quiet and comfortable, neutral places, away from the work 
areas of the participants’ in the CSEP study. Supervision should take place in 
a designated room which is always available, free from disturbance and inter- 
ruption (Wilkin, 1992). However, in practice, as shown in this study, many 
sessions were conducted within the workplace. These data have shown, for 
community based staff, that six sub-scales and the total score were higher if 
the sessions were held away from the workplace (see Figure 15.5). 


One-to-one or group sessions 


Evidence in the literature suggested that whether the session is held on a one- 
to-one basis with a supervisor or in a group situation was important. White et 
al. (1998) reported that the most common arrangement was a one-to-one basis, 
but amongst the list of other potential modes to use, based on definitions by 
Houston (1990), was group supervision within one’s own discipline, peer 
group supervision or network supervision. The choice as to which mode to use 
may be influenced by staff resources available for clinical supervision, but 
one-to-one supervision has been viewed as the most effective method (Nicklin, 
1997; Butterworth et al., 1997). 

These findings indicated that the supervisees in group sessions felt that the 
advice and support given by the supervisor was more effective than those 
receiving clinical supervision in a one-to-one situation. However, supervisees 
commented that other members of the supervision group also offered collec- 
tive advice and support with any problems discussed at the session. These 
results have indicated that there may be some gain in using the technique of 
shared responsibility of supervision in some work settings. The difference 
associated with finding time was interpretable; group sessions can be pre- 
arranged and allow more staff to receive clinical supervision at one time, 
therefore there is less demand on staff to interrupt their work schedule for 
individual sessions. This result was not shown for the hospital staff. 


Correlation with job satisfaction and burnout 


Two Scandinavian research studies have reported that clinical supervision 
may have the potential to influence job satisfaction (Begat et al., 1997; 
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Hallberg et al., 1994). These findings had been established for a small sample 
of specialist nursing staff, but had not been confirmed for a more diverse 
sample of nursing staff from both community and hospital based settings. In 
this study, significant correlations were reported between the seven sub-scales 
and the Minnesota job satisfaction score, although, they were not of sufficient 
strength to be considered as an alternative to using the evaluation scale. 

Hallberg (1994) reported no significant relationship between burnout and 
clinical supervision but, in contrast, the CSEP reported some significant 
changes in levels of burnout for nurses who were in receipt of clincial super- 
vision. It could be speculated that high scores on the new scale may be asso- 
ciated with lower levels of burnout. Some elements of the Maslach Burnout 
Inventory were correlated with components of the new evaluation scale. In par- 
ticular, for community staff, personal accomplishment was correlated with four 
of the components of the scale: trust/rapport, supervisor advice/support, 
improve care/skills and reflection. It was also noted that the factor associated 
with finding time was negatively correlated with emotional exhaustion and 
depersonalisation sub-scores on the Maslach Burnout Scale for both hospital 
and community staff. These findings have shown some associations between the 
scores on the new scale and levels of burnout, which can be interpreted. For 
instance, for hospital staff, finding time for the sessions in a busy work 
schedule may lead to increased levels of burnout for emotional exhaustion and 
depersonalisation. In addition, for hospital staff, depersonalisation was nega- 
tively correlated with trust/rapport, reflection and total score as would be 
expected. However, the correlation coefficients were small, although statisti- 
cally significant, because of the large sample size. 


Summary 


Clinical supervision focuses on matters of central importance in the provision 
of safe and accountable practice. Trials of the Manchester Clinical Supervi- 
sion Scale have shown that clinical supervision is addressing improvement 
in skills, encourages reflective practice and attends to personal develop- 
ment. These can inform and be part of the systems of clinical governance 
which have been established since April 1999. 

The Manchester Clinical Supervision Scale (MCSS, Winstanley, 2000) is 
the first validated assessment instrument designed specifically to measure the 
effects of clinical supervision. This scale may now provide researchers with 
the capability to link the process of clinical supervision directly to patient 
outcomes. There are several assessment tools designed for measuring patient 
satisfaction and quality of care indicators, which could now be used for 
further controlled trials of clinical supervision, using the new scale. This is an 
opportune time to expand the programme of research into clinical supervision 
and its influence on the delivery of quality care. The availability of this new 
scale has opened fresh possibilities for new, high quality research into the 
effects of clinical supervision on the nursing workforce. Qualitative research 
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into this substantive area is perhaps already more prolific, but the new scale 
will enable quantitative methodology to play an increasing and complementary 
role in the future. 
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16 Personal, professional and 
practice development 


Case studies from clinical 
supervision practice in mental 
health nursing 


John R. Cutcliffe 


Editorial 


This chapter focuses on current research concerns in relation to clinical super- 
vision as the basis for suggesting the use of case studies as a means of evalua- 
tion. It highlights the argument for having both qualitative and quantitative 
data in order to illustrate the alleged link between receiving clinical super- 
vision and improved client care. Three case studies from mental health 
nursing are presented and then submitted to a phenomenological, hermeneutic 
analysis, which enabled the author to induce a theory. This theory represents 
the key themes of how the clinical practice of psychiatric/mental health nurses 
appears to be influenced by their experience of receiving clinical supervision. 
These three themes are described as: personal development, professional 
development and practice development. 

In addition to the much needed quantitative data (see previous chapter) we 
would argue that there is also a need for qualitative data, and case studies can 
provide this. Furthermore, it is important to note that these case studies high- 
light the value and centrality of support within clinical supervision. Super- 
vision conducted without support ceases to be enabling and starts to become 
disabling and restrictive. While the insights and evidence gained from these 
case studies cannot be generalised and applied to all nursing situations, we 
believe there may be scenarios, behaviours and attitudes that all nurses can 
relate to their practice. We would also add that there is a need for more case 
studies of this nature, which could help produce a more thorough understand- 
ing of the process and experience of receiving clinical supervision. 


Introduction 


The need for healthcare practitioners to receive clinical supervision has been 
highlighted by several authors including NHS ME (1993), UKCC (1995), Bond 
and Holland (1998) and Cutcliffe and Proctor (1998b). Whilst the arguments 
made by these authors appear to have merit and validity, nurses face grow- 
ing pressure to engage in the systematic examination of nursing practice and 
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increasingly, need to demonstrate clinical outcomes to their practice. According 
to McKenna et al. (2000), no credible healthcare professional would deny that 
sound evidence should be an integral part of clinical decision making. Conse- 
quently, that healthcare practitioners should continue to receive clinical super- 
vision without making any attempt to link supervision with improved outcomes 
is an untenable position. In response to the need to provide this evidence, 
scholars and researchers are seeking ways to discover these alleged links. This 
chapter therefore focuses on one such way of obtaining that evidence: the use of 
case studies from mental health nursing. 


Methods of evaluating clinical supervision 


Literature review 


Several authors including Wright (1989) and Beardshaw and Robinson (1990) 
have posited that while the shift in psychiatric/mental health nursing away from 
ritualistic and custodial care towards evidence based care has resulted in benefits 
for clients, it has also created problems. This difficulty is not limited to psychi- 
atric/mental health nursing. Correspondingly, general (or adult) nursing care that 
is founded in ritualistic practice (Walsh and Ford, 1988) creates similar problems 
for practitioners. For example, new practices need to be supported by evidence 
(Chambers, 1998), validated through research (Haines and Jones, 1994) and, in a 
climate that is increasingly concerned with ‘value for money’, shown to be cost 
effective. Given that its widespread introduction within nursing is a relatively 
recent phenomenon, it is logical, therefore, to examine the position of clinical 
supervision in terms of these three issues. According to Butterworth et al. (1996) 
initial attempts to evaluate clinical supervision centred on the three components 
of clinical supervision suggested by Proctor (1986): normative (personal organ- 
isation, personal ethics and personal quality/standards); restorative (support for 
staff); and formative (education and development). The variables examined in 
each of these components are described in more detail in Table 16.1. 


Limitations of the evaluations 


The merits of these initial attempts at evaluation should be recognised but 
accordingly, the limitations need to be acknowledged. One criticism that has 
been levelled is that these methods do not produce any empirical data that 
illustrates a direct link or causal relationship between receiving clinical super- 
vision and improved client care. Indeed, the majority of the data produced is 
concerned with practitioner, not client, outcomes. Even the data produced in 
the research of the formative component may have limited validity due to the 
influence of the Hawthorne effect (Polit and Hungler, 1993). 

In a climate where the consideration of economics has an ever increasing 
importance, and where the pressure to articulate and demonstrate the ‘clinical 
outcome’ of interventions is growing, NHS trust boards often require empirical 
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Table 16.1 Initial evaluation of clinical supervision using Proctor’s (1986) three 
components 


e Normative Concerned with rates of staff sickness/absence, patients’ complaints, 
and staff satisfaction (Butterworth et al., 1996). It may also be worth- 
while examining staff turnover and attrition rates. 


e Restorative Centred on measurements of staff stress levels, coping level ques- 
tionnaires and burnout inventories (a measurement of the frequency of 
feeling ‘burn out’ (Butterworth ef al., 1996) 


e Formative Focuses on evaluating observed performance, possibly in the form of 
audiotaped recordings, videotape recordings, or observations of clinical 
practice (Butterworth et al., 1996). This method of evaluation has 
already been used on ‘Thorn’ training courses (Gamble, 1995). 


evidence to support new (and established) practices. Therefore, research needs 
to be carried out that identifies links between receiving clinical supervision 
and certain clinical outcomes (Butterworth et al., 1996). At this point in time 
it is recognised that there are no empirical data to link receiving clinical super- 
vision with improved client care, and furthermore, to establish such a link by 
means of research would be a methodological minefield. Some of the principal 
methodological problems that would be encountered in such a research study 
are listed in Table 16.2. 

With the advancement of the research focused on supervision, some of these 
problems will be overcome. For example, the Manchester evaluation tool 
(MCSS; see previous chapter) now is sensitive and advanced enough to 
measure some of the phenomena. However, the principal methodological 
problem remains. Even if improved outcomes are detected in the clients who 
receive care from nurses who receive supervision and not in the group of 
clients who don’t, how do we know that it is receiving clinical supervision 
that has made this difference and not some other variable? 

Butterworth (1996) stressed that as clinical supervision is bound up with both 
the practice environment and the person’s emotional state, any attempt at evalua- 
tion is fraught with difficulty. Furthermore, some current evaluation is limited in 
that it fails to include service-user evaluation of clinical supervision. Barker 
(1992) submitted that nurses need to embrace the clients’ view of the care they 


Table 16.2 Methodological problems of research into establishing a link between 
clinical supervision and improved client care 


Isolating the independent variable 

Establishing a control group 

Establishing a representative sample 

Ethical issues around providing supervision to some clinicians and not others 
Producing matched groups 

Absence of advanced or sufficiently sensitive measuring tools 
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receive and their views of their carer. If nursing really is concerned with forming 
and maintaining therapeutic relationships, then the views of the clients have to 
be taken into account. If a new variable is introduced into this relationship, as in 
this case, the new variable being clinical supervision, then the clients’ views of 
how this affects the relationship need to be considered. This would be partic- 
ularly important when trying to obtain data that indicate a direct link between 
receiving clinical supervision and improved client care. 


Qualitative and quantitative data 


Attempts to evaluate the effect of clinical supervision on client outcomes must 
include both qualitative and quantitative data (Bishop, 1994; Fowler, 1995; 
Severinnsson, 1995; Butterworth, 1996). Each research paradigm provides 
particular types of knowledge and can thus answer certain research questions. 
Quantitative methods provide ‘know that’ knowledge, where as qualitative 
methods provide ‘know how’ knowledge. Therefore, with regard to the 
evaluation of clinical supervision on client outcomes, qualitative methods 
would provide answers to such questions as: How does receiving supervision 
affect the care provided by the supervisee? How does receiving super- 
vision affect the emotional state of the supervisee? How does the emotional 
state of the practitioner affect the care he or she subsequently provides? 
Quantitative methods would provide answers to such questions as: How many 
nurses experience the identified benefits of receiving supervision? How 
many clients experience improvements in the care provided by nurses who 
receive supervision? What are the differences, as experienced by clients, of 
care provided by nurses who receive supervision and nurses who don’t? 

It has been suggested that a simple equation exists which could be used as a 
hypothesis for preliminary research in clinical supervision and client outcomes. 
This equation suggests; a happy nurse is a healthy nurse, and a healthy nurse 
is an effective nurse. Thus, if it can be shown that receiving clinical super- 
vision makes nurses feel ‘happier’ and healthier, then one can begin to see the 
relationship between receiving supervision and improved client outcomes. As 
pointed out previously, there is a current paucity of evidence that links clinical 
supervision with improvements in client care. Despite having only limited 
empirical data, some authors have produced qualitative data which suggests 
the link between clinical supervision and improved practice does exist 
(Hawkins and Shohet, 1989; Paunonen, 1991; Booth, 1992; Timpson, 1996; 
Butterworth et al., 1997). However, it is reasonable to say that many gaps still 
exist in the knowledge and that there are many unanswered questions, some of 
which appear to require qualitative methods. 


Justification for case studies 


Considering the need for qualitative research, the author suggests that one 
method of addressing this issue is the case of case studies. Yin (1989, p23) 
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defined a case study as an empirical inquiry that ‘investigates a contemporary 
phenomenon within its real-life context’. 

Janesick (1994) added to this definition suggesting that case studies allow the 
writer/researcher to focus on the naturalistic, holistic, cultural and phenomeno- 
logical (e.g. the lived experiences) elements of a given situation. They enable 
readers to juxtapose their own practice and experiences with those described 
in the studies, creating parallels between the case and their own actual 
experiences. Stake (1994) highlighted how case studies serve an epistemo- 
logical function, allowing the reader to learn from actual ‘real’ cases. 
Furthermore, case studies provide detailed insight into these real situations, 
and enable understanding of how theoretical constructs have been applied 
within them. Therefore, case studies of clinical supervision provided to 
practitioners offer insights into the dynamics and processes involved in 
the world of the supervisor, supervisee and the clients they care for. They 
enable readers to ask, ‘how is clinical supervision making a difference to 
the practice of the supervisee?’, ‘how is the practice of the supervisee 
changing as a result of the supervision they receive?’, and ‘how is the care the 
client receives altered by this changed practice?’ While each isolated case 
cannot be taken to represent the nationwide picture, and it would be unwise to 
attempt to generalise from such finite investigation, case studies do reveal 
interesting patterns and commonalities, particularly, how receiving supervision 
can influence the ways practitioners think, feel and behave and thus how the 
subsequent care they deliver to the clients is different, and hopefully 
improved. 

According to Mariano (1993), in order to have clarity and rigour, a 
researcher using a case study method should consider the following: the 
boundaries of the inquiry, the purpose/question, what unit of analysis is to be 
used, the design, the method of data collection, and what method of analysis 
is to be used. Therefore, each of these issues is addressed in turn. 


The boundaries of the inquiry 


In accordance with Stake’s (1994) guidelines, the case needed to be a bounded 
unit. Consequently, the boundaries of the inquiry corresponded with the 
boundaries of the supervision sessions. Whatever the supervisee introduced 
into the session would thus also constitute legitimate data for inclusion in the 
case study analysis. 


The purpose/guestion 


The purpose of the case studies was to investigate the lived experiences of 
psychiatric/mental health nurses as they encounter clinical supervision. 
Therefore, the research question posed was: what influence or effect does 
receiving clinical supervision have on the practice of psychiatric/mental health 
nurses? 
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The unit of analysis 


The unit of analysis was the clinical supervision session. In this instance each 
session needed to be conducted on a one-to-one basis, to last for at least one 
hour, and to be facilitated by a supervisor who had a minimum experience of 
two years as a clinical supervisor. 


The design 


Yin (1989) identifies two basic types of design: the single case design and the 
multiple case design. Since single case designs are suggested when the case 
represents a typical case, a critical case, an extreme or unique case or a revela- 
tory case, and given the current depth of understanding of the nature of what 
would constitute a ‘typical’ or ‘critical’ supervision session, it would be 
prudent and appropriate to use a multiple case design. 


The method of data collection 


Data was collected by tape recording the accounts of the supervisors, each of 
whom described a recent clinical supervision session. In order to respect and 
maintain confidentiality, no client’s or supervisee’s real name was used. 


The method of analysis 


According to Yin (1989) there are two basic strategies for analysing case study 
data: 


e developing a case description; 
e employing the theoretical propositions on which the study is based to 
explain the case. 


Consequently, since the author was concerned with obtaining an understanding 
of the lived experiences of psychiatric/mental health nurses and how these 
experiences appear to influence their practice, a phenomenological, hermen- 
eutic analysis was undertaken. This would enable the author to undertake a 
thematic analysis and therefore induce a theory of the key themes that repre- 
sents how the clinical practice of psychiatric/mental health nurses appears to 
be influenced by their experience of receiving clinical supervision. 


Case study 1 


Terry was a 42-year-old man with anxiety related problems. During his one-to- 
one counselling sessions he would often bring up his concerns and worries. 
Whenever any move to address these concerns was initiated Terry would be 
silent for a while and then move on to another of his concerns. This pattern 
was repeated over several sessions with Terry often bringing up the same 
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problems again and again. This pattern was raised in clinical supervision and 
the supervisor and supervisee focused on the process of communication rather 
than the content. 

The supervisor encouraged the supervisee to take a step back and attempt to 
view the whole of the situation (taking a more global view), rather than focusing 
on the dynamics or issues of one session. Even though Terry asked for help and 
information, he did not appear to be willing to accept it when offered. Therefore, 
the supervisor and supervisee explored the possibility that perhaps airing these 
concerns was therapeutic in itself, and that erudite answers and clever solutions 
were not necessary at this particular time. Perhaps the most important issue for 
Terry was that he needed to feel someone was listening to him. 

A brief strategy was negotiated and agreed upon, that in the next session 
with Terry, the supervisee would be more concerned with listening and 
hearing rather than talking. The supervisor summed up this issue by suggesting 
that: ‘Sometimes the hardest thing to do is nothing.’ 

In the next session the supervisee did not attempt to provide any solutions 
to Terry’s problems but concerned himself with communicating his interest 
and empathy non-verbally. Again, Terry spoke of the issues that were bother- 
ing him and his feelings and exasperation became evident. The supervisee did 
not say a great deal but assured Terry that he was there for him and encour- 
aged Terry to ventilate his frustrations. At the end of the session Terry looked 
visibly calmer, displayed far less evidence of agitation and said: ‘Thanks for 
listening. I’ve been having an angry day and sometimes you just need to know 
that someone is hearing you.’ 


Case study 2 


Sid was a staff nurse working on a challenging behaviour unit, a feature of 
which was the potentially violent clinical situations that he encountered. Sid 
had been involved recently in a particular stressful, violent incident where 
property had been damaged and the client had needed to be physically 
restrained. Following this incident, Sid raised the matter in clinical supervision 
as he was concerned about the anger he felt towards the client. He felt he would 
have to disengage from his role as the client’s primary nurse. Sid said he could 
no longer work with this individual given the way he now felt about him. 

The supervisor encouraged Sid to talk openly about the feelings he experi- 
enced during, and subsequent to, the incident. Sid spoke of a wide range of 
emotions including fear, anger, disappointment and guilt. The supervisor first 
offered Sid some support and reminded him that such a response to a violent 
situation is completely reasonable. Such intense violent situations often 
produce a response in the nurse that makes close interpersonal work with the 
client more difficult. Whittington and Wykes (1994) argued that, following 
such incidents, it is not unusual for the nurse to feel the need to withdraw. 
The supervisor felt that Sid needed to give himself permission to experience 
these feelings and that it was OK to express them. 
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The supervisor and Sid then explored the value of having a formal debrief- 
ing process in place in order to allow ventilation of the feelings provoked 
by such incidents. This would also allow practitioners to view each such 
incident as an opportunity for learning, both for themselves and for the 
client (Conlon et al., 1995). Sid said he would talk to the ward staff 
about debriefing on his return. Importantly, as his feelings had been expressed 
and accepted, Sid said he felt less stressed. As his reaction had been validated 
as a reasonable response, not a response that should provoke feelings of guilt, 
he was able to avoid distancing himself or erecting barriers, and could once 
more engage the client. The consequences of this, according to Whittington 
and Wykes (1994), would be to lessen the likelihood of further violent 
incidents. 


Case study 3 


Nancy was a 31-year-old woman with low self-esteem who had recently sepa- 
rated from her long-term boyfriend. This event had a debilitating effect on 
her, eroding her self-confidence and further challenging her already compro- 
mised hope levels. The supervisee had chosen to adopt a humanistic approach 
when working with Nancy. At the same time he was keen to help Nancy 
move through her own process of bereavement. To this end, the supervisee 
was concerned with creating a safe, comfortable environment in which Nancy 
would be more likely to feel able to express any painful emotions. 

In the early sessions very little progress was made, with Nancy expressing 
predominantly negative self-expressions of hopelessness. The absence of any 
evidence of or sense of progression caused the supervisee to become doubtful 
and guestion whether or not he was using the appropriate approach. This was 
discussed in the supervision session. The supervisor encouraged the supervisee 
to explore and explain his rationale for choosing this particular approach over 
an alternative approach. Conseguently, as Powell (1989) suggests, such 
exploration ushered the supervisee into a process of reflection. Without feeling 
threatened, the supervisee could consider the philosophical and theoretical con- 
structs that were guiding his practice. 

The supervisee believed that Nancy would begin to move through her own 
process of bereavement in her own time and that such a process could not be 
forced or coerced. The self-development and personal growth of the client was 
mirrored in the supervision by the supervisor creating the appropriate environ- 
ment e.g. warmth, empathy and unconditional positive regard (Rogers, 1952; 
Heron, 1990; Duck, 1992) necessary for the supervisee’s personal and profes- 
sional development. 

The supervisee subseguently found his own answers and moved through his 
own phases of development, just as he believed, given the appropriate environ- 
ment, that Nancy would do. Further sessions with Nancy thus took a similar 
approach, being non-directive, supportive and client-centred. When she began 
to feel safe enough, Nancy began to take her first steps towards resolving her 
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bereavement, challenging some of her negative self-assumptions and adopted a 
more hopeful outlook. 


Findings 


The analysis and description of the data produced three key themes which 
form an emerging theory of the effect of receiving clinical supervision on the 
practice of mental health nurses. This theory is represented in diagrammatic 
form by figure one. Each of these key themes is then discussed in more detail. 


Personal development 


The essence of this key theme is the development of the practitioner as a 
person. It identifies that engaging in clinical supervision appears to have 
helped the practitioner develop and refine certain qualities. Support for the 
supervisee underpins all the other processes and dynamics in supervision. This 
is particularly highlighted by case study 2. Just as Heron (1990) writes that his 
six categories of intervention need to be carried out with a supportive under- 
pinning and that the client’s well-being is paramount, this is also the case with 
supervision. Supervision conducted without support ceases to be enabling and 
starts to become disabling and restrictive. Self-awareness is a prerequisite for 
mental health nursing (Peplau, 1988; Cutcliffe, 1997), and thus it can be 
argued that any activity that enhances the development of self-awareness in 
mental health nurses, has the potential to enhance the nurses practice. Case 
study 2 also demonstrates the growth of self-awareness in the supervisee. In 
this case, as a result of engaging in supervision, the supervisee realises that it 
is entirely understandable and reasonable to have reactions to clients and their 
behaviour. It is how one processes these feelings, what one actually does with 
them that is key. According to Cutcliffe (2000): 


To admit that one finds things difficult, or that one’s feelings are provoked, 
essentially, that one is human, is no crime or case for misconduct. Quite the 
opposite, it is only when such feelings and issues are brought ‘into the light’ 
that they can be explored, understood and learned from. 


Professional development 


The essence of this key theme is the development of the practitioner as a pro- 
fessional. It identifies that engaging in clinical supervision appears to have 
helped the practitioner examine, reflect on and address professional issues. 
The case studies illustrate a dynamic which is described by Hawkins and 
Shohet (1989) as mirroring. This is where processes occurring in the super- 
vision ‘mirror’ those processes that occur in the interaction with clients. 
Supervisors act as a role model in demonstrating ways that the supervisee 
can develop as a professional. For example, the case studies illustrate that 
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the supervisors model the use of challenging skills (Cutcliffe and Epling, 
1997), demonstrating the therapeutic potential of such interventions and 
simultaneously encouraging the supervisee to challenge aspects of his or her 
own thoughts, feelings and behaviours. The cases also indicate that the super- 
visee may wish to draw upon the supervisor’s experience in order to consider 
professional issues. That is not to suggest that the supervisor provides answers 
to each of the supervisee’s concerns about professional issues. Rather, it is a 
resource which the supervisee can draw upon. As Benner (1984) pointed out, 
this expertise is a rich source of knowledge and if the supervisee finds this 
appropriate, it can be used to assist him or her. 


Practice development 


The essence of this key theme is the development of the practitioner’s 
practice. It identifies that engaging in clinical supervision appears to have 
helped the practitioner focus on particular practice problems (and successes). 
It is concerned with the process of reflection practice (Hawkins and Shohet, 
1989). Indeed, Schön (1984) argues that without reflection, growth cannot 
occur. Without growth there is stagnation and this can only hinder the devel- 
opment of practice. It identifies how supervisees are encouraged to explore the 
possible reasons why approaches or interventions work and others not, and 
sometimes why they don't. This theme is also concerned with how within 
supervision attempts were made to strengthen the links between theory and 
practice. The case studies show that having reached an impasse, the process of 
supervision highlighted other options. Conseguently, the problem was 
addressed, less time was spent searching for solutions, the practitioners had 
sound rationale for their interventions and the client conseguently received a 
better service. Without the aid of supervision the practitioners would have 
been left floundering, since they would have no way of checking the validity 
or soundness of their judgement and decisions. 


Discussion 


Fach of these case studies provides an example of how clinical practice can be 
influenced by the application of clinical supervision. They do not generate a 
wealth of guantitative data, but they do offer insight into, and evidence of, 
specific areas of growth and development. They indicate how the supervisee 
(and supervisor) can change as a direct result of supervision and how real 
clinical problems were overcome. 

It is possible that other variables may have affected the outcome of the care. 
The clients could have received effective help from another source or experi- 
enced more support from their significant others. Alternatively, additional 
changes of the practice of the supervisee not brought about by the clinical 
supervision may have had an influence. Nevertheless, the case studies provide 
further gualitative evidence that supports the argument that receiving clinical 
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PERSONAL, PROFESSIONAL AND 
PRACTICE DEVELOPMENT 


personal 


practice 


professional 


Figure 16.1 The effect of receiving clinical supervision on the practice of 
mental health nurses. 


supervision can affect the care provided by the nurses, and thus the clients can 
receive a better service. 

If a nurse is developing as a person, as a professional and as a practitioner, 
her range or ‘tool box’ of skills, attitudes and interventions is increased. The 
nurse is better able to engage with people, and better able to deal with her emo- 
tional reaction provoked by engaging with the client. Additionally the nurse has 
an increased ability to monitor the effect she is having on the client. Therefore, 
given all these changes and developments, it is not unreasonable to argue that 
the client is going to receive a better service from a nurse who has experienced 
these developments when compared to a nurse who hasn't. 

As stated previously, evaluating the effectiveness of supervision requires both 
qualitative and quantitative data, and the use of case studies represents one way 
of obtaining the qualitative data. Morse (1991) suggests that case studies allow 
an understanding of the meanings people ascribe to their particular experience 
and situations. Schultz (1967) states that phenomenological enquiry brings 
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explicit clarity to the structures of the client’s world; consequently, it is this 
clarity and understanding enabled by the case studies that highlights some of the 
processes of clinical supervision. Any argument used to convince sceptical trust 
boards of the benefits of clinical supervision would be more cogent if they 
included not only evidence that demonstrates that clinical supervision improves 
clinical practice, but in addition, evidence that explains how clinical supervision 
makes a difference to practice. Before quantifying how many supervisors and 
supervisees experience development and growth as a result of receiving 
supervision, one first needs to establish what the nature of this growth is, and 
furthermore, how this growth and development actually occurs. 

Dickoff and James’ (1968) work on theory generation suggests that there are 
four levels of theory: factor isolating; factor relating; situation relating and 
situation producing. Situation producing theory is described as the highest 
level of theory because the preceding levels of theory exist in part to enable 
higher level theory to be produced. Dickoff and James (1968) posit that situa- 
tion producing theory can be described using the equation: 


Variable A, causes variable B in the presence of variable C. 


The current level of theory, induced from the case studies, appears to be factor 
relating theory, in that the factors, clinical supervision, clinical practice and 
client outcomes appear to relate. Having induced this level of theory, the next 
logical step would be to test out the theory, and hopefully obtain quantitative 
evidence that would then validate the relationships between these variables. 
Thus moving the theory to the level of situation producing theory. Thus, 
nursing intervention (variable A) in the presence of clinical supervision 
(variable C) causes improved client outcome (variable B). 

The qualitative data produced from each case study, when compiled, illus- 
trates that the benefits to mental health nurse practice (and consequently 
benefits to clients), as a result of receiving clinical supervision do not occur in 
isolation. Rather, enhanced practice arising out of engaging in clinical super- 
vision appears to be a widespread phenomenon. Additionally, the qualitative 
data paves the way for quantitative study to examine and determine how many 
practitioners and clients have experienced these benefits in practice. Also, each 
case study that can illustrate an improvement in practice adds to the accumu- 
lating qualitative data that indicates a link between clinical supervision and 
improved client care. Thus these case studies add credence to the argument 
that receiving clinical supervision positively affects mental health nurses’ 
practice and improves client care. 


Conclusions 


Case studies clearly add to the accumulating qualitative evidence that supports 
the widespread introduction of clinical supervision. They provide unique 
insights into the dynamics which occur, deepen the understanding of the 
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processes and provide some tentative evidence of improved client care. While 
one cannot generalise from such findings, Denzin and Lincoln (1994) state, 
‘every instance of a case or process bears the general class or phenomena it 
belongs to. However, any given instance is likely to be particular and unique.’ 

Therefore, while the insights and evidence gained from these case studies 
cannot be generalised and applied to other nursing situations, there may well 
be scenarios, behaviours and attitudes that all nurses can relate to their 
practice. The author suggests that there is a need for more case studies of this 
nature, which could produce a wealth of information about clinical super- 
vision. Such information and data would strengthen the links between receiv- 
ing clinical supervision and improved client outcomes. Furthermore, each 
case study could then be included on a database, such as the database at the 
Network for Psychiatric Nursing Research (NPNR) based at the Royal College 
of Nursing Institute at Oxford. This information could then be made known to 
trust boards and purchasers of health care, in order to incorporate clinical 
supervision into future business plans. 

This chapter is based on a paper that was originally published as ‘Personal 
professional, and practice development: clinical supervision’ in the British 
Journal of Nursing, 1998, Vol.7, No.21, pp 1319-1322. 
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17 Clinical supervision in 
multidisciplinary groups 


Qualitative evaluation of clinical 
supervision using a focus group 
technique 


John Fowler and James Dooher 


Editorial 


This chapter reports on the findings from a qualitative study that used multi- 
disciplinary focus groups to evaluate the experience of receiving clinical 
supervision. It provides findings from each of the multi-disciplinary groups 
who participated in the research and it contains a summary of the actions, 
outputs, and outcomes of clinical supervision. It concludes with a summary of 
the key findings and draws a very insightful analogy of clinical supervision as 
a campfire. 

It is interesting to note that the findings in this study lend support to our 
position that there is no one ‘best way’ of conducting clinical supervision. 
Models and formats of supervision, that fitted within the parameters identified 
in Chapter 1, were developed to meet the needs of the different situations and 
individual members. As a consequence, practitioners gained a sense of owner- 
ship of the supervision and were thus perhaps more committed to ensuring it 
worked for them. It is also worth noting that across the wide variety of health- 
care disciplines who participated in this research, the benefits of clinical super- 
vision was unanimously recognised. 


Clinical supervision and its evaluation 


Traditional evaluation of healthcare practice has relied largely on professional 
judgement and the subjective experience of those either directly involved, or 
in positions of authority. The relatively recent demand for ‘evidence-based 
practice’ has stimulated managers and researchers to review this customary 
approach to evaluation. The factors that have triggered this move towards 
more rigorous evaluation are, according to Jenkinson (1997), twofold. First 
there is the fear that many healthcare procedures are of no benefit and may 
even be harmful, second is the acknowledgement that healthcare resources are 
finite, and that provision must be effective in terms of both cost and health 
gain. Thus the providers of healthcare look to research and other forms of 
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enquiry to provide evidence of successful practices, and the resources they 
consume. 

The often stated ‘gold standard’ of evaluative research is the randomised 
controlled study (RCT) (McGee and Notter, 1995; Greene and D'Oliveira, 
1998). This method is frequently used for evaluating specific physical 
and chemical treatments and, if applied with scientific rigour, can allow 
the researcher to make statements regarding the effectiveness of a particular 
treatment. Arguably the strength of RCT lies in the ability of the researcher 
to identify and isolate a single variable and measure its effect against a 
control group. This requires three things: first the isolation of the variable, 
second a tool which can accurately measure its effect, and third two groups 
which are the same in every respect, one to be the experimental group and 
the other to be the control. Whilst these criteria can be met in laboratory con- 
ditions there are many healthcare practices which cannot be isolated into 
single variables, accurately measured or manipulated onto an experimental 
group. 

Caring aspects of nursing practice and the interpersonal interactions 
associated with clinical supervision are difficult to isolate. This may lead 
to the false assumption that this lack of measurability indicates that they 
are of no use. Conversely the blind acceptance of practices that are somehow 
on a higher intellectual or aesthetic plane, because they are difficult to isolate 
or measure, is equally misplaced. 

Where does this leave evaluation of clinical supervision? Although it is 
unlikely that clinical supervision will do harm, it does have the potential to 
consume and divert both human and financial resources from direct clinical 
contact. Although there are some published examples of evaluative studies 
(Dudley and Butterworth, 1994; Edberg et al., 1996; Butterworth et al., 1997; 
Fowler and Chevannes, 1998) they form the minority of published work 
regarding clinical supervision. If we accept that we should evaluate clinical 
supervision the next question must be what we going to evaluate? And how 
should we do it? Jenkinson (1997) postulates that evaluative research should 
be as critical and objective as possible and may use a variety of research 
methods to achieve this. In the evaluation of clinical supervision the strength 
and weaknesses of different research methods need to be examined against the 
problems to be investigated, and the questions of which answers are sought. In 
this regard, no one method should be assumed to be appropriate to every 
investigation but rather considered in relation to the identified problem or 
efficacy of the intervention. 


Introduction to the study 


In 1997 a community healthcare NHS Trust in Leicestershire developed a 
strategy regarding clinical supervision. Some areas and clinical teams within 
the Trust had previously established a form of clinical supervision, others 
underwent a training day to prepare them for its introduction. This study 
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represents the independent evaluation of ten pilot sites, capturing the feelings 
and experience from real people. The aim of the study was to evaluate from 
the staff’s perspective: 


e the general structure of clinical supervision; 
e the outcomes of clinical supervision for staff; 
e the outcomes of clinical supervision for patient/client care. 


Method 


The Trust commissioning the study had already implemented clinical super- 
vision making any form of pre- and post-evaluation (Bowling, 1997) difficult. 
Following discussions with the Trust managers it was clear that the objective 
at this stage was to have an objective evaluation based upon reflective discus- 
sions with staff who had been involved with clinical supervision. 

A written questionnaire was considered, but it was felt that the lack of 
clear nationally accepted outcomes, and the different ways in which clinical 
supervision had been implemented within this Trust, would result in 
relatively superficial data. As the majority of the pilot groups had implemented 
clinical supervision using a group format, the possibility of an adapted 
focus group (Robinson, 1999; Clarke, 1999) was examined. Evaluation using 
focus groups would allow open questions to be posed to approximately 
seventy people. The groups would be evaluated in the style that they had 
implemented and operated clinical supervision. The disadvantages of this 
method were explored in that some staff might not be able to express dissatis- 
factions with other group members present, and more vocal members might 
dominate the discussions. To overcome these potential disadvantages it was 
planned that the group members would be given the opportunity to talk 
to the researchers on an individual basis either following the focus group or at 
a suitable time. A structured interview based upon the Trust’s original objec- 
tives was developed. Notes were taken during the focus group evaluation and 
an audiotape of the session was made. The analysis was carried out themati- 
cally based upon the objectives set by the Trust but including any emerging 
themes. 


Procedure 


The facilitators of the ten pilot sites were written to informing them of the 
evaluation study. They were then contacted by phone and a convenient date, 
time and venue arranged for the focus group meeting. The evaluation 
meetings usually commenced with informal ‘chat’ and a cup of coffee, 
followed by the formal focus group which took approximately sixty minutes. 
All ten pilot sites were visited as part of the evaluation and out of a potential 
seventy-eight staff listed in the official membership list, sixty-one (seventy- 
eight per cent) were present during the various focus group evaluations. 
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Set questions were posed to eight of the ten groups and formed the focus of 
the evaluation study. In two groups it became apparent that these questions 
were not appropriate as the group’s clinical supervision sessions had either 
never really started off or had been discontinued after only one or two 
sessions. For these groups the evaluation was focused on the reason for the 
groups not developing. 


Ethical issues 


An application was submitted to the local Ethical Committee and permission 
to proceed was granted. All facilitators of the groups were written to inform- 
ing them of the nature of the evaluation and that it would be the researchers’ 
wish to audio tape the focus groups, discussions. 


Summary of ten pilot sites 


Group 1. Health visitors 


This group consisted of seven health visitors meeting for ninety minutes every 
two months. They appreciated the clinical supervision meetings as a time 
when they could mix with their peers in a way that other professional 
meetings did not allow. The health visitors felt that the clinical supervision 
sessions provided an arena where they could spend a little time discussing dif- 
ficult clients with another health visitor, brainstorming ideas and gaining 
support from their peers. The group felt that clinical supervision had been 
useful. Initially the first three meetings had been about setting up the group, 
discussing ground rules and generally getting to know one another. The subse- 
quent last three meetings were seen to be very useful although some members 
found the setting aside of time for the meeting and then protecting it, a stress- 
ful process. 

Comment: This system allowed staff to review difficult clinical situations 
and discuss issues of professional concern. It served as a valuable professional 
support forum and had the potential to become even more supportive as the 
group continued to meet and relationships developed. 


Group 2. Physiotherapists 


This was a group of community physiotherapists and was the only group to 
structure clinical supervision on a purely individual basis. 


JUNIOR PHYSIOTHERAPISTS 


Junior physiotherapists on a rotational placement to the community met up 
once a week individually with a senior physiotherapist. The main focus of this 
meeting was to review the junior physio’s caseload. Each patient was reviewed 
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with any immediate problems identified and discussed. The junior physio’s felt 
that these clinical supervision meetings were a useful and supportive system. 
Being new to community work they appreciated the opportunity to have a 
regular meeting with an experienced supportive senior physiotherapist. 


SENIOR PHYSIOTHERAPISTS 


The senior physiotherapists met approximately monthly for an hour and 
the meeting’s focus was to review the workload and the organisation of the 
department. The content of the meeting tended to be rather ad hoc with 
the demands of the department dictating the discussions. 

Comment: This was a system that supported and monitored the work of 
junior staff working in a new and very different environment. It allowed indi- 
vidual patient treatments to be reviewed and unusual conditions, treatments or 
family relationships to be discussed in detail. The supervision meetings for the 
senior staff were useful but with a little more structure and focus, and have 
greater potential than was currently being realised. 


Group 3. Community hospital nursing staff 


This was the only ward-based hospital group to be part of the clinical super- 
vision pilot study. It was set up with the ward manager and five staff nurses. 
However, after the first couple of meetings that focused on discussing the 
ground rules, the ward manager and one of the staff nurses left the hospital 
for alternative jobs. This posed two main problems for the remaining members 
of the group. First, the ward manager who was the leader and key motivator of 
the clinical supervision group left and none of the remaining group took on 
that motivating role. Second, neither the staff nurse nor the ward manager was 
immediately replaced, leading to the remaining staff covering the shifts on the 
ward. After the ward manager left, the group no longer met. They admitted 
that their morale was low and that they ‘just couldn’t raise themselves any 
more’. They said that it would have been ‘really nice if the group had 
advanced enough so that we stayed as a peer group’. 

Comment: The system of group clinical supervision initially planned did not 
happen due to the resignation of the key motivator and lack of managerial 
interest. Paradoxically the area where the benefits of clinical supervision 
would be extremely valuable was the area least able to implement it. It was 
felt that this group would need resources and expert support to engender moti- 
vation and the basic ability to develop a useful system. 


Group 4. Community nurses 


This consisted of two groups, qualified nursing staff and health care assistants 
(HCA). The structure of both groups was planned to accommodate both group 
and individual supervision. A group meeting was held once a month for two 
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months and then on the third month individual clinical supervision was intro- 
duced. The person taking on the supervisor role was decided upon by the 
manager of the department, but the manager did not participate in either of 
the groups. The HCA group continued for a further two or three meetings, but 
the qualified group never really started. The reasons why clinical supervision 
was not adopted were complex. The department was relatively new and as 
such was developing its role, function and structure. At the time that clinical 
supervision was introduced the lines of professional and personal management 
appeared unclear to the staff within this team. There appeared to be no formal 
or informal leader responsible for the direction of the team, indeed the 
concept of ‘team’ did not appear to be a dominant feature of these workers. 
Into this structure a number of the group felt that clinical supervision was 
‘thrown in by the management’ and in their own way they ‘threw it out’. 
Choice of supervisors was said to have been imposed on both supervisors and 
supervisees. Both groups expressed feelings that demonstrated that they felt no 
ownership of the process of clinical supervision. “The way it was done put 
your back up,’ said one member. In discussion as to why clinical supervision 
did not take off with either group the following factors were identified by the 


group: 


Qualified group 

e role of supervisor imposed upon us; 

e didn’t know what to expect from either the study day or clinical super- 
vision and the training did not help; 

meetings took on the same format as others; 

senior managers did not appear motivated; 

no one was clear about roles and which hat to put on; 

there was a lack of enthusiasm; 

we weren’t getting anything out of it; 

covering 24 hours of patient care makes meetings difficult. 


HCA group 

e the supervisor was from the team, someone from outside would have been 
better — not the facilitator herself but just someone from outside the team; 

e they would be able to ventilate more; 

e how can a manager who bullies you one minute, be your friendly super- 
visor the next? 

e covering 24 hours of patient care made meetings difficult. 


Comment: A lack of managerial commitment, team restructuring and the 
interpersonal difficulties caused by role ambiguity, created a dysfunctional 
group of workers who made a conscious decision to abdicate from clinical 
supervision. They felt that the role of supervisor should be less formal and 
should be developed according to the team structure rather than false hierarch- 
ical registered / HCA divide. 
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Group 5. Community nursing staff 


There were twelve people at the focus group evaluation for this group. All 
staff were community nurses and included health care assistants and qualified 
nurses of various grades. The groups met for approximately 60-90 minutes 
every four to six weeks. The groups identified a number of examples in which 
clinical supervision had impacted upon their clinical practice. These included 
diabetic care, management of incontinence, certain accountability issues, 
development of critical thinking, and feeling happier at work. 

Comment: Clinical supervision was a useful and professionally supportive 
system. It provided a forum in which staff could discuss professional issues, 
clinical conditions and explore difficult areas of communication or relation- 
ships. Staff felt supported and valued by being part of the groups. 


Group 6. Health visitors and school nurses 


This group consisted of six health visitors and three school nurses. They meet 
together for one hour every month during their lunch hour; during the meeting 
they eat their lunch and have a coffee. They decided that they did not want a 
‘chatty group or poor me’, it should be focused on clinical situations. Clinical 
supervision sessions tended to focus on clinical situations looking at: ‘what 
happened’ or ‘could it have gone better.’ 

This group felt that it was not appropriate for their sessions to be used for 
*burdening others with personal stress’ although issues of professional concern 
were discussed. The opportunity to discuss difficult client scenarios with peers 
was seen to be extremely valuable in that it gave reassurance that what was 
being proposed was appropriate, and this increased clinical confidence, and ‘it 
gave power to move forward having discussed it with other professionals’. 
This reduced the potential stress of professional practice. 

They felt that clinical supervision was a very positive experience for them 

and they ‘got a lot out of it? but the group commented that they were fed up 
with yet more lunchtime meetings, and felt clinical supervision survives 
because staff donate their own lunchtimes. 
Comment: This was a motivated and assertive group. It focused on profes- 
sional work but in a way that was outside the standard management structure, 
and utilised a reflective cycle to review incidents. ‘I wouldn’t have attended if 
it was more management type meetings.’ 


Group 7. School nurses 


This group consisted of six school nurses who met for one hour a month. They 
tended to meet for a sandwich lunch for thirty minutes then spent five to ten 
minutes in general chat, then spending the remaining fifty minutes on the 
‘business’. All the group were experienced school nurses and as such said that 
they tended not to talk about ‘hands on clinical issues’ but concentrated on 
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issues of policy, time management, or general management situations. All the 
staff worked in isolation and talked about the benefits of clinical supervision 
as being one of mutual support and the opportunity to discuss issues with col- 
leagues. 

Sometimes clinical supervision sessions were used to discuss difficult 

situations such as when a headteacher was rude to one of the members, ‘it 
was good to share it and gain support, we are all in the same boat.? Another 
session focused on behavioural approaches to management of some 
children. 
Comment: This system provided a valuable time for staff to meet together 
and discuss issues that were pertinent to their speciality. It allowed difficult 
or unusual clinical situations to be discussed with peers working in similar 
situations. 


Group 8. Occupational therapists 


The staff present at this focus group represented two separate clinical 
supervision groups of occupational therapy staff. Initial allocation to either of 
the groups appears fairly random. Both groups met for two hours once a 
month during an afternoon. The department’s work was either adjusted or 
covered by the remaining staff of the department. The groups developed dif- 
ferently. 


Ist group. This group gelled immediately and began focusing on clinical 
issues via presentations of patient studies. All participants found the group a 
‘pleasure to be a part of’ and saw it a valuable time out. Discussions used a 
reflective format with a patient case study being presented for general discus- 
sion. A number of specific clinical issues were discussed usually via a case 
study presentation. 


2nd group. Initially the group did not gel and for the first six months they 
seemed to be working through a number of role and personality issues. Atten- 
dance tended to be poor, 50-60 per cent attending each group and about five 
groups being cancelled in the first twelve months. Following a six month 
review the group began to progress, attendance was improved and people 
began to share clinical situations and clinical problems. At the time of the eva- 
luation, trust and respect were beginning to develop and staff were beginning 
to work together. 

Comment: Both groups contained a mixture of occupational therapists spe- 
cialising in physical and mental health; this proved to be very beneficial parti- 
cularly in the exchange of experience regarding dealing with patients with 
disruptive behaviour and mental health problems. Staff commented that their 
confidence in dealing with clinical situations had increased resulting from the 
reassurance they had received regarding their actions in dealing with certain 
clinical situations. 
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Group 9. Health visitors 


This group consisted of eight health visitors meeting every two months for 
ninety minutes over a lunch time period. The meetings covered areas such as 
topics of interest, cases of interest and the possibility of guest speakers. An 
agenda was set for each meeting. 

Although this group felt able to discuss difficult clients it had currently not 

done so. The sorts of areas covered were UKCC policies, hormone replace- 
ment therapy, measurement of head circumference, dealing with the police. 
This has led to a general questioning of some traditional health visiting 
practices. There was a general feeling that these were more than just profes- 
sional discussions: ‘at other meetings I tend not to be listened to or no action 
is taken, but here we can do something.’ 
Comment: Staff were using the clinical supervision sessions to discuss 
issues of professional interest and concern. They felt that their contributions 
were valued and that they were able to act upon some of the issues discussed. 
The group was considering meeting monthly as they felt that this would 
enhance continuity and enable more reflective reviews of specific clients. 


Group 10. Clinic staff 


This group consisted of four nurses and a consultant doctor. The group met 
once a month for one hour over lunch time and had been meeting for approxi- 
mately fifteen months. Sociological and ethical issues relating to their special- 
ity were discussed and the boundaries and extent of their role debated. The 
group felt that they had gained a lot of reassurance from finding out that they 
all faced similar anxieties and had explored different ways of dealing and 
coping with the professional problems raised. This had resulted in increased 
confidence in themselves, their clinical abilities and recognition of the nature 
and limitations of their role. 

Comment: This was the only group to contain a consultant doctor and 
nurses. The mixing of disciplines proved useful and served to build 
relationships and helped both disciplines appreciate each other’s role and 
routine functions. Specific clinical situations were discussed and support 
was gained regarding a number of difficult areas. Despite being experienced 
staff the group felt that clinical supervision had increased their clinical confi- 
dence. 


An overview of the pilot site responses 


In eight of the ten pilot sites clinical supervision could be said to be up and 
running. In the other two groups clinical supervision had either never com- 
menced or floundered after two meetings. The reasons why clinical super- 
vision did not take off in these two groups were complex but tended to focus 
on organisational and staffing issues. 
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Boxes 17.1-17.4 contain a selection of comments presented under the 


headings of questions posed to the eight groups that had implemented clinical 
supervision: 


Can you identify an event in which clinical supervision has had an impact 
on clinical practice? 

In what ways has clinical supervision supported you through difficult or 
stressful events? 

In what ways has clinical supervision helped you identify areas of 
weakness or inexperience? 

Has your clinical supervision been worthwhile? 


As a general observation it appeared that the more frequently a group 
met the more likely it was to discuss and reflect upon specific patient / 
client care. Groups that met on average once a month tended to review one 
client in depth for part of the meeting and then discuss pertinent issues during 


Box 17.1: Responses to the question; can you identify an event in which 
clinical supervision has had an impact on clinical practice? 


We go through the notes and discuss patients, he (supervisor) says have you 
thought about this? Makes you think wider, broader, bouncing ideas off each 
other. — Physio 

We spent one session discussing breast feeding; following that, I had a mother 
who had a lot of problems with breast feeding and I was able to put quite a lot 
of that into practice. — Health Visitor 

I talked about one patient with this particular problem and it (clinical super- 
vision) gave you alternatives and more effective ways of dealing with the situa- 
tion. — School Nurse 

I had a family that had several problems and I was getting bogged down; I pre- 
sented the case and got several useful suggestions, it helped me see it with fresh 
eyes. I was able to put several of the ideas into practice and it gave me con- 
fidence to take the case forward. — Health Visitor 

It makes you reflect not only on the person you’re discussing but other clients 
that you have not talked about. — District Nurse 

We talked about how to manage the paperwork of the job and how to manage 
time. — School Nurse 

One person presented a patient who had mental health problems and some quite 
disruptive behaviour; some ideas were wanted on how to handle the situation 
better. We all learnt a lot from that session and it led to a specific training 
session on dealing with disruptive behaviour. — Occupational Therapist 
Discussing aspects of measuring children, we found that we were measuring 
slightly different ways. We went away and reviewed our practice. — Health 
Visitor 

Sometimes it is difficult in our work to know where the boundaries lie between 
ethical, professional, moral issues, where to let go. That’s difficult to manage on 
your own. — Family Planning Nurse 
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Box 17.2: Responses to the question; in what ways has clinical supervision 
supported you through difficult or stressful events? 


Coming from the hospital to this job in the community it was a time to check, 
gain some reassurance and not feel abandoned. — Physiotherapist 

I had a family that I was dealing with, the relatives were quite obstructive to the 
treatment, it was reassuring to take this to supervision and feel supported that I 
was handling it OK. — District Nurse 

I feel better knowing someone knows. — District Nurse 

The fact that you know it’s a confidential platform for discussing problems 
within the team or with colleagues. — School Nurse 

When I gained promotion I talked through a lot of issues, it was very supporting. 
— District Nurse 

We tend not to talk about personal issues, it doesn’t seem right to burden others 
with your stress. — Health Visitor 

It’s reassuring, when you present a difficult case and know what we’re doing as 
individuals is OK, this gives you confidence and power to move forward, that we 
have discussed it with other professionals. — Health Visitor 

It’s a kind of luxury when you work on your own, being given permission once a 
month to share with others about how they deal with certain situations. — Health 
Visitor 

It’s the permission to discuss and the time to explore those things that would 
normally be snatched over coffee or in the corridor. — District Nurse 

Some of the ethical type issues are difficult to deal with on your own. — Family 
Planning Nurse 


the rest of the meeting. It could be concluded from this that if a group wishes 
to focus in greater detail on individual patients / clients they will need to meet 
quite frequently. 

The general view was that clinical supervision was a genuinely supportive 
system in terms of dealing with difficult or new clinical situations. Reassurance, 
confidence building and empowering were three terms that were frequently men- 
tioned. Those staff that worked predominantly on their own or were the only 
member of their speciality working in a team felt that simply meeting with and 
discussing ‘specialist’ issues was very supporting. In a number of the groups 
there was a very definite, yet difficult to quantify, ‘warmth of atmosphere’. 

The majority of the people we interviewed were experienced staff who were 
professionally confident in the routine of their daily work. Areas that they 
tended to identify as ‘weak or inexperienced’ were those which tended to be 
unusual for their situation: for example, a person with learning disabilities for 
a health visitor, or patients with mental health problems but being ‘treated’ for 
a physical disorder. There were also some examples of general relationship 
and communication issues where people acknowledged that their way of 
dealing with the situation just wasn’t working and they were seeking alterna- 
tives. What was evident in the majority of groups was the willingness to 
discuss such issues in a positive and problem solving way. 
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Box 17.3: Responses to the question: in what ways has clinical supervision 
helped you identify areas of weakness or inexperience? 


IPR identifies formal needs, clinical supervision is more subtle, stops you getting 
complacent. I think I'd better find out what this medication is for, Peters (super- 
visor) is bound to ask me that. — Physiotherapist 

One member knew a lot about asthma and led a session, I found that very useful 
as I was quite weak in that area. — School Nurse 

Some of the new drugs and inhalers I didn’t know about. — Health Visitor 

I didn't really have much idea about how to communicate with a 15-year-old 
boy; that was very useful. — Health Visitor 

Yes, diabetic foot ulcers, that was an identified need. We talked through it at 
supervision then I went to the leg ulcer clinic to gain some clinical knowledge. — 
District Nurse 

I feel comfortable in the group being able to say, what do I do here? — Occupa- 
tional Therapist 

Trying to do too much myself, how to organise myself. — School Nurse 

Tend to keep myself isolated, you get used to coping on your own, I need to 
share more. — Health Visitor 

Communicating with patients with mental health problems. — District Nurse 


Box 17.4: Responses to the question: has your clinical supervision been 
worthwhile? 


Yes, both as a manager and as staff. — Physiotherapist 

Yes, definitely. It’s improving as well. The first three months it was plodding a 
bit but as we got to know one another it feels as though we are getting a lot 
more out of it. — Health Visitor 

We were sceptical at first but can now see the scope of what we can get out of 
it. — School Nurse 

Yes, support for one another, for new staff and those retiring. Reduced stress 
levels and sickness. — District Nurse 

Work was impacting on private lives before, but now work related problems tend 
to be contained largely at work. — Health Visitor 

Yes, coming together and protected time, we are all up against the same difficul- 
ties. 

It brings people together, makes them think — Occupational Therapist. 

Yes, definitely. — District Nurse 

I missed one and felt guite distant from it all. — Health Visitor 

Yes, empowering, stress relieving, you almost get a buzz from it. — Health Visitor 


A summary of the actions, outputs and outcomes of clinical 
supervision 


This summary focuses on the structure, process and outcomes of clinical 
supervision. 
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Structure of the sessions 


Most of the sites had implemented group clinical supervision, with only 
two examples of individual supervision. Both models were effective in the 
situations in which they were introduced. 

Group supervision was particularly useful for staff who worked predomi- 
nantly on their own. 

Some sites had staff of mixed grades and disciplines. Others were segre- 
gated according to grade and discipline. As a general finding it appeared 
that a mixture of disciplines and grades was very useful in giving staff 
insight and understanding of other people’s ways of working. At times 
however these groups would be restricted in the focus in terms of profes- 
sional interest and potential depth of their discussions. 

Clinical supervision needs time for a relationship of mutual trust and 
respect to be developed between the staff. Depending on the frequency of 
the meetings this seems to take between three and six months. The ‘pro- 
ductivity’ or qualitative outcomes of clinical supervision sessions seems to 
be significantly greater once the relationships have gelled. 

Clinical supervision sessions ranged from weekly meetings to those occur- 
ring once every two months. Sessions lasted between sixty and ninety 
minutes. Where clinical supervision was used to review patient caseload 
then weekly clinical supervision is appropriate. Where clinical supervision 
is used to review longer-term patient situations and general professional 
issues then monthly meetings seem to be appropriate. Groups that met 
every two months found it harder to focus on specific clinical issues and 
discuss individual problems. 

Staff who cover twenty-four hour patient care by working shifts have con- 
siderable difficulty in organising and safeguarding a set time for a clinical 
supervision meeting. 

Staff who are in charge of their own ‘diary’ and are experienced in 
managing their own time were most effective in organising and safeguard- 
ing clinical supervision sessions. 


Process of clinical supervision 


Different clinical supervision groups developed different focuses, func- 
tions and ‘personalities’. 

Those groups where all members feel that they have ownership and 
control of clinical supervision appear to be the most productive. 

Those sites where clinical supervision became established and productive 
had mature leadership. The style of leadership varies within each site and 
there does not seem to be one style that is more favourable than another. 
With experienced staff groups a ‘low key’ leader who encouraged 
equality and joint responsibility between all members seemed particularly 
effective. With groups that had less experienced staff a slightly more 
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dominant leader who took responsibility for direction and focus appeared 
productive. There is a delicate balance between leadership that 
encourages, organises, motivates and empowers without appearing to 
dominate and take over. 

Mutual trust and comfortable working relationships appeared to be a 
feature of groups that met regularly and formed the basis for a number of 
beneficial outcomes. 


Outcomes of clinical supervision 


The following outcomes are based upon a general summary of the eight 
groups where clinical supervision had become established. 


e Feedback to individuals that clinical actions and professional practices 
undertaken were appropriate and reassurance that these actions were 
‘good / best practice’. 

e Discussion of alternative ways of dealing with unusual clinical problems 
and identification of creative solutions. 

e Acted as stimulus to reflect upon one’s own practice and helped prevent 
complacency developing. 

e The safeguard and sanction of time to focus in depth on a specific client 
problem. 

e Support from clinically knowledgeable peers regarding difficult relation- 
ships concerned with clients, relatives or colleagues. 

e A formalised, structured system for staff to seek advice and gain support 
relating to professional work situations. 

e A valuable support system for all staff but particularly effective for new 
staff and those changing roles. 

e Provision of a platform from which individuals felt able to influence their 
practice and at times the organisation policy and practices. 

e Provides a safe environment where one’s areas of weakness could be dis- 
closed, reviewed and positively managed. 

Conclusions 

e No single model of clinical supervision emerged as better than any of the 
others. Each developed to meet the needs of different situations and indi- 
vidual members. 

e Sufficient autonomy should be given to each group to allow them to 
develop and tailor a model that is seen to be useful to themselves. 

e When new groups are being established they should be encouraged to 
explore different approaches and established good practices but given the 
authority to develop and build upon these models so that they can develop 
a system specific to their needs. 

e Implementation of clinical supervision required the support, permission 
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and encouragement of the organisation and immediate managers but it is 
essential that the ownership should be taken and maintained by the indivi- 
dual practitioners. 

e Where the working environment is in a state of considerable organisa- 
tional change, or staffing levels are significantly below the norm, then the 
introduction of clinical supervision is probably not appropriate at that 
time. 

e Clinical supervision has to be seen as a long-term investment from both 
the organisational and practitioners’ perspective. The benefits appear to be 
related to the cumulative effect of regular, planned meetings and the 
building up of trust and friendship between the healthcare practitioners. 

e The actual and potential benefit of clinical supervision to staff was unani- 
mously recognised and praised as a legitimate and professionally accepta- 
ble process by all participants. The wholly positive perception of benefits 
was illustrated by a range of clinical examples and anecdotal accounts, 
citing improved performance, increased confidence, a reduction in the use 
of both professional and personal support mechanisms, and a greater 
understanding of colleagues’ clinical work. 

e The benefits to clients were less tangible, with secondary gains being 
acquired from new knowledge of contemporary treatment methods, pre- 
viously shared during clinical supervision. The professional’s increased 
self-assurance in their own practice was said to have been projected onto 
clients, who were on the whole more confident and relaxed about the care 
they received. 

e Where clinical supervision had been successfully established, the benefits 
to the organisation seemed to have their basis in an increased level of job 
satisfaction and morale. Staff felt clinical supervision had created an 
opportunity to consider the method and style of their clinical interventions 
which in turn made them more effective professionals. 


The final picture — clinical supervision as a campfire! 


All the groups where clinical supervision was up and running felt that the 
sessions had been worthwhile. People tended to feel that individually and pro- 
fessionally they gained from clinical supervision. For all staff it meant com- 
mitting the time to attending, being prepared to talk honestly and having 
genuine respect for others. In both areas where clinical supervision did not 
take off staff were noticeably demotivated, lacked energy and appeared to 
have no professional leadership. These individuals did not feel in control of 
their daily working environment and poor staffing seemed to be a significant 
factor in one of the areas. Both areas were undergoing considerable organisa- 
tional change, which appeared to be poorly planned and poorly implemented. 
The introduction of clinical supervision appeared to be something else 
that was being imposed upon them and in which they had little say. 
Somewhat ironically, the support and direction that clinical supervision 
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has the potential to offer was exactly what these two areas needed. 
However, the motivation and leadership required to introduce and develop 
such a system was not there. 

An analogy of clinical supervision could be that of a group of people sitting 
around a campfire. If a group had dry wood they could with relative ease get a 
fire going and enjoy its warmth. Once the fire was established it would be rela- 
tively easy to keep it going. Even if it began to rain and their wood got damp 
the fire would keep going because the warmth of the existing fire would dry out 
the damp wood. However, another group is already wet and their wood is 
damp. They are sitting in a field where it is raining and the wood they bring to 
the fire is damp. This group will find it very difficult to get a fire started. People 
who are particularly skilled may be able to start the fire, but it will probably 
require some outside input, such as a carefully controlled dose of petrol. 

In this analogy the wood is likened to people’s motivation and energy: those 
who have an excess of energy, enthusiasm and motivation can throw it into 
the fire where it generates warmth, support and encouragement for others in 
that group. Once the group is established and positive relationships forged, 
then they will be able to ‘keep the fire going’ even when people are going 
through a hard, demotivating time. Those groups in which people do not have 
any spare motivation or energy — and this can occur for a variety of reasons — 
will not be able to get the fire going. Ironically it is these ‘damp’ groups that 
need the warmth and support of the ‘fire’. 

The moral of this analogy is to establish clinical supervision when the team 
is strong. When the team is weak, outside motivation will need to be injected 
and maintained until the group is established and self-supporting. 
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Part IV 


18 An Australian perspective on 
clinical supervision 


Tania Yegdich 


Editorial 


This chapter focuses on the Australian perspectives of clinical supervision. It 
draws attention to the practice of clinical supervision in teaching and, as a 
result of this association, it highlights the current difficulty in conceptualising 
clinical supervision as an independent entity in Australia. The chapter then 
examines the extent of clinical supervision practice and discusses the current 
barriers and resisters to supervision. One such resister is the clinicians’ confu- 
sion that arises by amalgamating clinical supervision with managerial super- 
vision, and the resulting resistance to engage in supervision whilst it remains 
coupled in this way. 

We believe that when considering the theory and practice of clinical super- 
vision, the chapter illustrates how Australian nurses appear to have followed the 
lead provided by some British nurses. If this is the case, then perhaps it follows 
that the methods and means that have been used to address the resistance to 
clinical supervision in Britain may have some worth and application in Australia. 
Whilst recognising that variations in the culture, politics and practice would have 
to be considered, the commonality in experience should not be ignored. 


Introduction 


Some decades ago, the British psychoanalyst Donald Winnicott was described 
by his editors as that kind of creative genius who neglected to acknowledge 
his sources. Winnicott recognised that in much of his clinical theorising others 
before him had made similar revelations, nevertheless, he believed it important 
to discover those insights for himself. This now familiar reference to experien- 
tial learning, of making one’s own discoveries, lies at the heart of meaningful 
knowledge, and best encapsulates the hopes for the formal introduction of 
clinical supervision clinical supervision into nursing, both in the Australian 
context and elsewhere. 

While clinical supervision has become an important concept internationally, 
and particularly in the United Kingdom (Butterworth and Faugier, 1992), it is 
presently underdeveloped in Australia. Although all nurses would not hesitate 
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to acknowledge supervision of some kind, the newer emerging concept of 
clinical supervision is not familiar in Australian nursing, apart from isolated 
developments in mental health nursing. Certainly the notion of self-directed 
discovery by critically thinking reflective practitioners has permeated Austra- 
lia’s nursing education system (Taylor, 1997; Gray and Pratt, 1991) as in other 
English-speaking countries worldwide. This philosophical shift in education 
methods has occurred across all professions in health, industry and education 
which, despite their fundamental differences in language, discourse and 
setting, broadly share similar strategies concerning training, supervision and 
outcome monitoring (Caldwell and Carter, 1993). Nevertheless, the Australian 
nursing imagination has been slow to engage the idea of clinical supervision 
for exploring and enhancing therapeutic interventions, notwithstanding local 
rhetoric on grounding the essence of nursing in the nurse-patient relationship 
(Sutton and Smith, 1995). 

In parallel with changes in education are the changes in management philo- 
sophy. Where previously organisational supervision was characterised by a 
language pervaded by power and control (Saville and Higgins, 1990), contem- 
porary trends within a broad spectrum of industry, including health and 
nursing, emphasise collaboration to inspire shared vision (Commonwealth of 
Australia [Karpin Report] 1995). According to Karpin, the supervisor of the 
1970s became a coach for the 1980s and 1990s, and in the future will become 
an envisioner and enabler. While supervision is not new to nursing from an 
administrative perspective, importantly, traditional nursing supervision has 
changed to reflect, coincidentally, the participatory nature of the ‘new’ clinical 
supervision. This supervision originated from the counselling professions and 
consists of a supportive relationship for the purpose of teaching and learning 
psychotherapeutic skills (Ekstein and Wallerstein, 1958). As nursing rejects 
procedural tasks to embrace a holistic view of the patient (Davies, 1991), 
developing therapeutic expertise becomes significant for the nurse—patient rela- 
tionship (Butterworth, 1992). 

Further, as nursing moves from a hierarchically dominated apprenticeship 
vocation to a self-regulating profession, the evolution to safe and competent 
practitioners who perform without supervision (Australian Nursing Council 
Inc. [ANCI] 1998) has deemed the term ‘supervision’ obsolete. The previous 
Australasian Nurse Registering Authorities Conference [ANRAC] (1990) 
referred to the registered nurse role as clinical teacher-supervisor synony- 
mously and subsequently, supervision is understood in the contexts of clinical 
teaching or management. While undoubtedly fuelled by its unfortunate conno- 
tations of watching and checking, the difficulty in comprehending what 
clinical supervision means is further amplified by a generic reference to any 
number of supervisory practices occurring in the clinical setting. As Kermode 
(1985: 39) early noted, the term, ‘supervision’ derives from its ‘setting, rather 
than the practice’. And like the concepts of preceptorship and mentoring intro- 
duced into nursing in the early 1980s as clinical teaching strategies, clinical 
supervision has become a conceptual anomaly. The most problematic issue 
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surrounding the contemporary idea of clinical supervision in nursing, both 
here and overseas, concerns what it actually is — and how it will be articu- 
lated, refined and implemented (Yegdich, 1998). 

In this chapter I review the Australian perspective on clinical supervision 
and draw attention to difficulties in clinical teaching generally, and in concep- 
tualizing clinical supervision as an independent entity, in particular. 


Emerging trends in clinical education 


Essentially, there are three ways of investigating clinical supervision in Austra- 
lia. First, the curious bystander must search the literature on clinical teaching 
where supervision is a subsumed activity of preceptorship and mentoring. 
Second, in its most general sense, clinical supervision or ‘clinical facilitation’, 
as is preferred (Dunn and Burnard, 1992), refers to the sequenced course of 
action on clinical placements (Yarrow, 1993), for undergraduate nursing educa- 
tion, as well as its bedrock activity. The terms ‘supervisors’, ‘facilitators’ and 
*preceptors? are interchangeable within nursing Academe’s reflective curricu- 
lum. Fowler’s (1996) summary of the UK literature that clinical supervision is 
both an umbrella and a related term under the rubric of clinical supervision is 
relevant here. Last, a rudimentary literature within mental health nursing on 
clinical supervision proper presumes reflectivity and experiential learning. 

Cutcliffe and Proctor (1998) observe two separate but confusing perspec- 
tives on clinical supervision in the United Kingdom where experienced nurses 
supervise less experienced nurses, and non-experts supervise experienced 
nurses. Such discrepancies, it would seem, are responses first to, abate the 
growing need to bridge the theory-practice gap for inexperienced nurses and 
second, to address the emerging need for continuous learning for all nurses. 
Australian clinical teaching models incorporate preceptoring with practice 
supervision (Brown ef al., 1998) for undergraduates and for new graduates 
beginning practice on formalised Graduate Transition Programs [GNPs] (Com- 
monwealth Department of Human Services and Health [Reid Report], 1994). 
Clinical supervision models are advocated for and being developed by experi- 
enced nurses in mental health settings (Rozelle Hospital, 1996). Clinical facil- 
itation, preceptorship and mentoring have generally emerged from the 
academic setting and subsume supervision, while clinical supervision as a 
distinct practice has primarily been driven by clinicians. 

Table 18.1 outlines the various use of terms and practices of Australian 
clinical teaching. 

At this time, clinical supervision is largely a mental health nursing phenom- 
enon, and marks a significant change in the history and culture of nursing 
(Jordan, 1999a). There is something alluring about clinical supervision in nur- 
sing’s history. While capable of arousing distrust and suspicion on name alone 
(Gill et al., 1999; Teasdale, 1998; Butterworth et al., 1997; Martin et al, 
1996; Farrington, 1995; James, 1994), clinical supervision has attracted signifi- 
cant audiences at nursing conferences wholly dedicated to its discussion and 
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dissemination in North America, the United Kingdom and Australia. The 
Institute of New York State League of Nurse Education held their annual con- 
ference in 1925 on clinical supervision (Schmidt, 1926) with 367 nurses from 
61 hospitals in attendance, while in the UK, 519 nurses, midwives and health 
visitors, UKCC and Department of Health representatives attended a national 
conference also devoted to clinical supervision (Smith, 1995). In Australia, the 
Rozelle Hospital, a major mental health service provider in Sydney, in 1996 
drew 150 nurses including academics, researchers, clinicians, managers, 
students and independent practitioners from around Australia and New 
Zealand at the annual Winter Symposium specifically to debate the need for 
clinical supervision in mental health nursing (Meehan et al., 1997). That con- 
ference featured Tony Butterworth (1996) as key speaker and supporter of 
clinical supervision implementation in the Australian setting. While Australian 
academics have railed against the wholesale import of international ideas that 
neither fit Australian culture nor develop a distinct Australian nursing identity 
(Lawler, 1991a), Butterworth’s ideas have fruitfully interacted with local inter- 
pretations. It remains to be seen how idiosyncratically Australians will forge 
clinical supervision in their own image. 

I now view these events within a broader perspective concerning the 
theory-practice gap (an enduring problem in nursing), and then examine the 
phenomenon of clinical supervision in mental health nursing. 


The changed face of nursing education: the theory—practice gap 


According to Ewan and White (1996), every decade brings its own particular 
focus on the theory-practice gap. The decision in 1984 to transfer funding 
from state and territory health sectors to the Commonwealth higher education 
system reflected an impetus to place nursing on a firm theoretical foundation. 
In the 1970s, higher nursing education had consisted of both universities 
and colleges of advanced education [CAEs]. As CAEs were considered less 
scholarly and research-orientated than universities (Roberts, 1995), the transfer 
from an advanced education discipline to a university discipline as colleges 
were abolished or upgraded further advanced nursing’s professional and educa- 
tional status. Australian nursing now holds a unique position in education by 
its demand for a pre-registration bachelor degree. The prevailing expectation 
of developing a ‘different kind of nurse’ who would acquire critical thinking 
abilities and apply them to clinical practice would solve the theory-practice 
gap. And this would be achieved by better controlling students’ clinical 
experience to match theory, in comparison to hospital-based training 
(Kermode, 1984). 

Prior to the transfer, clinical practice was more valued than theory (Com- 
monwealth of Australia, 1997), and in the early stages of developing the disci- 
pline of academic nursing, Reid claimed the danger was to remain too practice- 
bound: the discipline should ‘lead clinical practice rather than being limited 
by it? (Reid Report, 1994: 314). There is some irony that Australian nursing 


An Australian perspective on clinical supervision 265 


was moving into Academe at a time when 'Schön (1983) was criticising the 
dominant 'technical-rationalist? approach for causing public disenchantment 
and crisis within the professions. The ensuing need to balance the practical 
and theoretical (“knowing how’ and ‘knowing that’) and renounce prescriptive 
rule-driven curricula led to an increasing awareness and beginning acceptance 
of reflective practice in Australian academic nursing (Davies, 1991). Accord- 
ing to Davies, tertiary education’s emphasis on critical analysis, problem- 
solving, decision-making and values clarification would enable students to 
move beyond rule-governed behaviour and mechanistic approaches to care to 
develop artistry in professional practice. The reflective practicum promised a 
central bridge between theory and practice, using reflection on practice as its 
link (Stockhausen and Creedy, 1992). For nursing, clinical experience com- 
pletes tertiary education; however, overall quality of nursing education 
depends on the quality of clinical experience (Reid Report, 1994). Since the 
transfer, time allocated for clinical placement has diminished (Perry, 1988), 
with debate extolling the supremacy of quality of experience (Battersby and 
Hemmings, 1991) over quantity of time spent in practice — ‘learning from 
experience rather than by experience’ (Sims, 1991: 67). 

According to Benner (1984), expertise takes time and cannot be taught, but 
good theoretical foundations enable graduates to make the best possible use of 
experience. Nevertheless, later Australian calls for links between academia 
and industry were highlighted by new graduates experiencing transition diffi- 
culties (Sims, 1991). While the role of reflection is critical for identifying 
expert knowledge embedded in practice — ‘untapped knowledge’ (Benner, 
1984), the recognition that novices do not have enough experience to reflect 
on (Fowler and Chevannes, 1998; Gray and Forrstrom, 1995) has been harder 
to accommodate within a system that rewards academic excellence without 
recognising clinical excellence (Roberts, 1995). 

Differing expectations and lack of discussion on workforce needs have 
resulted in universities and industry becoming separated spheres (Corkhill, 
1998) lost in another dimension of the theory-practice gap. Doubtless, 
reported prejudice and ignorance from hospital nurses toward graduates (Clare 
et al., 1996) have undermined collaboration, while academic perceptions on 
cultural differences between the ‘professionally socialising university culture’ 
and the ‘bureaucratic hospital culture’ (Beattie, 1998) along with beliefs that 
universities emphasise ‘learning and self-direction’ while hospitals emphasise 
‘performance and obeying rules’ (Crowe, 1994) neither heal rifts, nor revitalise 
the future growth of the profession (Sellars, 2000). 

By the 1990s, the theory-practice gap had come full circle. Where Kermode 
(1984) believed clinical supervision would integrate theoretical learning with 
clinical experience, academics now lament the ever-widening separation of 
clinical knowledge from theory (Gray and Pratt, 1995), and the scant academic 
attention to skill-mastery (Madjar, 1998). Despite entreaties to return to 
practice (Lumby, 1995), the implications of acquiring non-reflective embodied 
knowledge whereby experts rapidly assess situations without reflection has not 
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been fully appreciated. Although Greenwood (1996) implores that teaching 
by explicit demonstration and supervision must occur in the clinical setting, 
the teaching and learning of nurse-patient relationship expertise has not been 
adeguately discussed. 

Nevertheless, typical solutions to the theory-practice gap have included 
supervision, preceptorship and mentoring, though little consensus exists on 
these activities. In fact, there is little clarity on what clinical teachers do and 
even less on how they do it (White and Ewan, 1995). It is, after all, a private 
activity that resents intrusion. Reid (1994) claims that the focus of clinical 
learning has shifted from ‘doing’ to ‘knowing’, and even though clinical 
teaching is, by nature, active in its demand for students to obtain information 
directly, the teaching role of clinical supervisors in academia is not clearly 
defined (Grealish and Carroll, 1998). 


Supervision in the academic setting 


As nursing is primarily a practice discipline whose core activities are ‘acquired, 
reinforced and consolidated in the actual delivery of care to real people’ 
(Napthine, 1996: 20), it is essential that clinical aspects are taught and super- 
vised by those who are clinically competent (Commonwealth of Australia, 
1997). Clinical teachers need to maintain their professional practice competen- 
cies (White and Ewan, 1995) and be prepared, up-to-date, objective and avail- 
able (Ladyshewsky, 1995). The three groups of clinical teachers comprise 
academics, sessional teachers and clinical staff. However, many academics lack 
clinical credibility as expert clinicians (Grealish and Carroll, 1998), and tend to 
adopt a facilitative, rather than teaching role. In the clinical supervision model 
of facilitation, academic staff are known as either supervisors or facilitators 
who work on-site with undergraduates for specified periods of time and provide 
practice supervision and instruction to aid theory-application and psychomotor 
skill. The advantage in academics offering supervision is their commitment to 
higher education and research-based practice. In reality, supervision is often 
delegated to the least experienced, least prepared faculty member or to ses- 
sional teachers not familiar with the curriculum (Duke, 1996). 

Beattie (1998) claims that ignoring the need to develop clinical teaching 
skills is to cast clinical teaching as secondary to theoretical teaching and 
knowledge. A consistent theme in the Australian literature is the poor prepara- 
tion of clinical teachers and their low status. As tertiary education emphasises 
research and publication, faculty interest in clinical teaching is minimal. With 
increasing student numbers, supervisors are spread over several wards and are 
often unavailable for fundamental learning activities (Duke, 1996), let alone 
student-centred teaching. 

Grealish and Carroll (1998) acknowledge that theory-practice links are 
more tenuous when the clinical teacher is less experienced and propose a 
model combining the tasks of supervision and facilitation. They believe that 
critical thinking is not clearly demonstrated in clinically based preceptors. 
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Some also lack formal educational training. To overcome weaknesses in either 
preceptorship or supervision alone, academic supervisors could facilitate 
learning at higher-order levels while preceptors could enhance clinical skill 
instruction. 

This separation only serves to perpetuate a false dichotomy in viewing uni- 
versities as responsible for theoretical knowledge and higher-order thinking 
and clinical settings responsible for skill development and practical knowl- 
edge. Ewan and White (1996) consider the belief that clinical teaching is just 
habit learning and therefore, less demanding than academic teaching, is rooted 
in an outdated ‘learning-by-doing’ assumption. The teacher is an important 
factor (Hart and Rotem, 1993) for the quality of clinical education: within 
such roles as guide, coach and supporter (Ewan and White, 1996), the ability 
to steer between helper and challenger is ‘one of the most demanding tasks in 
clinical teaching’(White and Ewan, 1995: 137). To their surprise, Grant et al. 
(1996) discover that hospital-trained experienced nurses feel better prepared to 
teach than their tertiary-trained contemporaries. 


Preceptorship and mentoring 


As the formal roles of supervisor, mentor, preceptor and role-model are widely 
referred to in diverse situations, they are difficult to differentiate. Definitions 
vary according to the type of relationship established, and it remains contentious 
whether relationships need to be informal or formal, spontaneous or structured 
and facilitated (Ross, 1996). Mentoring is often confused with preceptoring. 
The term ‘mentor’ is ‘enshrouded in a thick veil of conceptual confusion and 
divergence of opinion’ (Wright, 1995: 5), and the term ‘preceptor’ fares no 
better (Madison et al., 1994). Barnett (1992) defines preceptoring as a short- 
term clinically orientated relationship with an expert clinician and role-model 
linked to particular learning goals, whereas mentoring is career-orientated and 
therefore, more likely to be longer-term. As mentoring develops leadership 
skills (Ross, 1996), more nurse managers are mentored than clinical nurse 
specialists. In a context of its general under-utilisation in Australian nursing, 
some academic mentoring initiatives exist (James and Proctor, 1992; Madison, 
1993), but overall, mentoring is recommended during times of organisational 
change, personal transition and promotion (Queensland Health, 1999a). Ross 
(1996) summarises mentoring as a complex concept lacking in thorough 
detailed research, documentation and debate. It is unclear whether mentors 
require a facilitated programme of training, support, guidance and feedback. 
Preceptorship eases workplace transition (Pelletier and Duffield, 1994) for 
new graduates on GNPs and new employees to an organisation (Kitchin, 
1993), and is used for undergraduates on longer clinical placements. There is 
no evidence that preceptorship improves nursing care and few Australian 
studies examine the effects on preceptors after engagement in their role. 
Where preceptor stress may lead to reduced standards (Beattie, 1998), else- 
where, registered nurses find teaching satisfying (Ives and Rowley, 1991). 
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Usher et al. (1999) identify various pitfalls such as unsuitability, skill deficits, 
lack of commitment, rewards and incentives, resentment of protégé and lack 
of time. As preceptors are often selected on availability rather than suitability, 
it is unrealistic to expect them to establish positive learning environments and 
student-teacher relationships. Beattie (1998) lists four assumptions under- 
pinning preceptorship as: 


Clinical experts also make good teachers. 

One-to-one teaching is best. 

Preceptor preparation is sufficient for success of process and relationship. 
All students can use the preceptor model. 


These assumptions could equally apply to mentoring and supervision, whereas 
Ross’s queries on whether mentoring requires formal support are relevant for 
supervision and preceptorship. It is almost a cliché to agree that managerial 
commitment is required for their success. 


Managerial commitment 


As well as managerial commitment, educational success in the workplace 
requires an open climate of collaboration, co-operation and discussion of work 
with a clear understanding of intended educational purposes (Carruthers, 
1993). Strong organisational support alleviates potential problems and 
increases benefits of formalised clinical teaching. For the 1990s, Caldwell and 
Carter (1993) define training as no longer work-related, but work-based. The 
contemporary challenge of workforce preparation is to provide continuous 
workplace learning that copes with continuous change. In nursing, Pearson 
(1998) reports disagreement on how nurses’ continuous competence should be 
monitored and whether continuing education enhances practice. McCormick 
and Marshall (1997) note that in the professions, maintaining competence 
through mandating continuing education is incompatible with contemporary 
notions of adult self-directed learning principles. Nevertheless, reflective 
practice is endorsed as one of eighteen nursing competencies (ANCI, 1993) 
and becomes one of four domain competencies in the newly reviewed stan- 
dards (ANCI, 1998). Reflection encompasses elements of critically examining 
practice, research awareness, professional development of self, ongoing profes- 
sional development activities that include support networks, role-modelling, 
coaching and mentoring techniques. The ANCI competencies are central to 
regulating the profession and frame educational accountability (Reid Report, 
1994). 


Endorsing clinical supervision in policy 


Australian supervisory practice is usually subsumed under clinical teaching but 
includes supervision of clinical placements and is referred to in relation to 
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meeting pre-registration requirements. Registered nurses work without super- 
vision, but supervise enrolled nurses, where supervision is defined as ‘direction 
and guidance’ (Queensland Nursing Council, [QNC] 1998a). It is thus, hier- 
archical and mandatory for statutory purposes. My recent inquiries to the QNC 
(1998b), the Nurses Board of Victoria (1998) and New South Wales (1998), 
the three east-coast state regulating bodies, confirm the lack of a position 
paper on clinical supervision. All referred to the maintenance of standards, 
eligibility for registration, supervision of students and mandatory supervision 
of enrolled nurses. The QNC (1998c), desirous of expanding nursing’s scope 
of practice, was unexpectedly conservative and uninformed, promptly produ- 
cing glossy brochures on supervising enrolled nurses (QNC, 1997a) and re- 
entry nurses (QNC, 1997b). The Queensland Nurses’ Union (QNU), also com- 
mitted to advancing nursing as a profession, stated that any formal practice or 
designated position of clinical supervision would be ‘harking back to the dark 
ages’ (personal correspondence). As preceptorship, mentoring and case review 
had been built into the nursing career structure, adequate provisions exist for 
clinical supervision. Moreover, any use of the term, ‘clinical supervisor’ was 
considered diminishing to the ‘professional status nursing has fought to 
achieve over an extended period’ (QNU, 1998). Interestingly, all acknow- 
ledged clinical supervision developments in psychiatric nursing. 


Clinical supervision in mental health nursing 


The Australian Capital Territory (ACT) branch of the Australian and New 
Zealand College of Mental Health Nurses Inc. (ANZCMHN Inc., 1998) had 
developed guidelines on clinical supervision to include its definition, the roles 
and responsibilities of supervisors and supervisees, the college’s role in 
credentialling supervisors and maintaining a database of available supervisors 
in mental health. These guidelines have yet to be discussed at national level 
and endorsed Australia-wide, although the college’s (ANZCMHN Inc., 1995) 
standards of practice expressly acknowledge the role of clinical supervision 
in ongoing education, professional growth and support for therapeutic 
relationships. It is worth mentioning that prior to becoming the college, the 
former Australian Congress of Mental Health Nurses (1985) documented 
national standards that recognised the need for supervision where nurses func- 
tioned as primary therapists. Almost a decade transpired before clinical super- 
vision was discussed further at national level (ANZCMHN Inc., 1994). The 
need to formalise clinical supervision arises from its wider recognition for 
developing practice and providing support (see Western Australia Mental 
Health Nursing Education Review Group, 1999). To date, formal arrangements 
exist in the three main east-coast states in local health districts which have 
formulated specific clinical supervision policies (Northern Sydney Health, 
1999; South Eastern Sydney Mental Health Service, 1999; Royal Brisbane 
Hospital and District [RBH], 1996; Central Sydney Area Mental Health 
Service, 1994). 
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Barriers and resistance from clinicians 


Armitage (1997) claims that the emotional impact of working with disturbed 
patients has necessitated introducing clinical supervision in mental health 
nursing. Clinical supervision will alleviate distress and provide support for 
increasing autonomy and the isolation associated with primary nursing. The 
promise of support, however, has not been met without resistance 
from clinicians (O’Sullivan, 1999), and among clinical supervisors, it is 
axiomatic that those who need supervision most are those least likely to 
attend (Jordan, 1999b). In considering the enormity of change in nurses’ 
working environments, the perceived need for support in managing organ- 
isational change (Queensland Health, 1999b, 1998c), the ever growing 
demands for professional development, the increased patient acuity and 
severity seen in shorter hospital stays, professional issues surrounding role 
definition, erosion, diffusion and confusion, along with the apparently constant 
threat of burnout, it is remarkable that more nurses do not avail themselves of 
clinical supervision opportunities when available. Mehrtens’ (1996) dismay at 
nurses’ reluctance to obtain ‘free’ clinical supervision, their subsequent non- 
attendance and the need to recruit participants during significant organisational 
change in Victoria underscores the low priority given to clinical supervision, 
compared with other professional activities (Hughes et al., 1996). Even despite 
supervision contracts (Moffitt and Abbott, 1996), nurses consistently avoid 
attendance. I note this theme of resistance throughout my outline of the 
current state of Australian research and practice development on clinical 
supervision. 


Research and practice of clinical supervision 


Not surprisingly, a topical research question on clinical supervision concerns 
identifying barriers in attending, despite organisational commitment, to 
explore avenues of increasing attendance (Armitage et al, 1996, 1997). 
During 1995, Jordan (1996) used multiple methods to conduct clinical super- 
vision workshops and measure nurses’ levels of burnout pre- and post-partici- 
pation in formal clinical supervision at the Rozelle Hospital. The one-day 
experiential workshops implemented role-play and facilitated discussions on 
models and definitions of clinical supervision, their application to mental 
health nursing, associated legal-ethical issues, supervisor characteristics and 
identifying support for clinical supervision. After the workshops, 81 per cent 
of participants could acknowledge managerial support for clinical supervision 
compared with 44.65 per cent before the study, although burnout incidence 
was more complicated to interpret. Jordan’s (1997) statistical analysis of 
Maslach and Jackson (1981) burnout scales revealed that all nurses scored 
highly on depersonalisation [DP] and emotional exhaustion [EE] dimensions. 
These indicate high degrees of burnout, but nurses’ higher scores on personal 
accomplishment [PA] levels indicate low degrees of burnout. According to 


An Australian perspective on clinical supervision 271 


Maslach and Jackson (1994), it is the intensity of the professional relationship 
that predisposes to burnout, and this is reflected in the study’s findings that 
clinical nurse specialists/consultants reported the highest levels of burnout, and 
nursing managers the lowest — matching direct patient contact. Jordan also 
found those most at risk to burnout were younger and less educated nurses. 
Although her study demonstrated decrease in burnout levels in two groups 
receiving clinical supervision, Jordan (1997) is right to point out that burnout 
is a slow insidious process which does not respond quickly to single interven- 
tions. At best, clinical supervision has the potential to act as a buffer, or shock 
absorber, protecting against burnout. 

Cleary’s (1997) qualitative aspects of this study sought to identify barriers 
by clarifying how nurses perceive clinical supervision. She interviewed ten 
practising clinicians to ascertain their ideas, opinions and attitudes. After first 
exploring their knowledge of clinical supervision, Cleary introduced a shared 
definition to enable better understandings between researcher and participant. 
While all ten participants reported the availability of informal support 
networks, their need for formal clinical supervision remained ambivalent. 
Later Cleary et al. (1999) relate that many nurses believe teamwork provides 
a degree of supervision. This perception resonates with ideas that clinical 
supervision already occurs informally — in supportive networks among collea- 
gues, in friendships outside of work (Cleary, 1996) and in spontaneous 
debriefing (Jordan, 1994). Clearly, many nurses need to review practice at 
times of crises, rather than wait for an appointment (Williams, 1996). In 
Williams’ (1996) survey of nurses, seventy-three per cent believed they under- 
stood the concept, while fifty-four per cent claimed previous experience of 
clinical supervision. It is not uncommon to find broad definitions which 
include clinical reviews, discussions with doctors and even compulsory man- 
agerial accountability meetings (Fiorillo and Roche, 1996). 

Jordan’s (1997: 77) retrospective comment on the Rozelle Hospital study 
captures the magnitude of introducing formal clinical supervision into a 
nursing culture that had not established it from inception (Yegdich and 
Cushing, 1998): 


to attempt to simultaneously educate nurses, to change nursing practice, to 
challenge the accepted systems of nursing care delivery, and to conduct 
research was ... an overly ambitious undertaking in the same study. 


While the study pioneered by placing clinical supervision squarely on the 
agenda for nurses, it is no exaggeration to claim persistent confusion on differ- 
ences between clinical, managerial and professional supervision. I have sum- 
marised some aspectual features in Table 18.2. 

Also pioneering is the work undertaken in Northern Sydney Health by 
O’Sullivan (1996), who began offering mandatory clinical supervision to in- 
patient mental health nurses twelve years ago. Although first met with resis- 
tance, clinical supervision has been extended to all nurses and its increasing 
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Table 18.2 Key differences between clinical, managerial and professional supervision 


Classification of Supervision 


Outcomes 


Clinical, Managerial, Professional. 


Tools 


Role 


e Knowing the particular 
patient. 


e Develops clinical decision- 
making, clinical judgment. 


Clinical 

e Develops psychotherapeutic 
nurse-patient interactions. 

e Acknowledges primacy of 
nurse-patient relationship. 

e Values individual’s work — 
professional support. 

e Works within 

Managerial* organisational structures. 

e Promotes accountability. 

e Maintains policies, 
procedures and protocols of 
particular organisation. 

Due to e Works towards shared 
mandatory vision and philosophy of 
and unit. 

fundamental 

nature often a 

shared e Works within structures of 
responsibility. particular profession. 


e Maintains Code of Ethics, 
Competencies and 


Standards of profession. 
Professional» Safeguards practice. 


e Provides foundation for 
autonomous practitioner. 


e Advances profession. 


e Protects public. 


Focus on nurse- 
supervisee—supervisor— 
patient triad. 


Case studies in depth. 


Exploring nurse— 
patient interactions. 


Use a variety of 
theoretical approaches. 


Not a performance 
appraisal tool, but can 
be an objective on 
performance plan. 
Mandatory appraisal 


Performance appraisal. 


Organisational policy 
and procedures. 


Mission statement. 
shared vision. 


Can be linked to 
performance appraisal. 


Statutory bodies. 


Professional 
organisations. 


Nursing in Australia: 
ANCI Inc. 
Competencies. 


Public Sector Codes of 


Conduct. 

Nurses’ Registration 
Boards, Councils. 
Nursing Code of 
Conduct. 
ANZCMHN Inc. 
Standards. 


Clinical supervisor — 

No designated position — 
(e.g. educator, clinician 
with specialised training). 


Specialised training 
includes own supervision 
of clinical work. 


Supervisor needs skills in 
clinical work and clinical 
teaching. 


Differentiated from on- 
line manager / senior 
professional with 
managerial authority. 


Direct reporting officer — 
Designated position — 
(e.g. team leader, on-line 
manager — CNC, NUM, 
NPC, ADON, DON). 


Leadership training. 


Specialised management 
skills — enabler and 
envisioner. 


Professional senior — 
usually in conjunction 
with direct reporting 
officer, on-line manager 
(eg. CNC, NUM, NPC, 
ADON, DON). 


*Also referred to as organisational, administrative, operational supervision. 


Australian Classifications. 
CNC: Clinical Nurse Consultant. 


NUM: Nursing Unit Manager (Nurse Manager). 


NPC: Nurse Practice Coordinator. 
ADON: Assistant Director of Nursing. 
DON: Director of Nursing. 
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acceptance has led to voluntary participation. With full support from both 
nursing and medical management, clinical supervision is formalised on weekly, 
fortnightly or monthly bases to various specialities including aged psychiatry, 
community mental health and intensive care, with other specialities soon to 
commence. Most clinical supervision occurs within group format which suits 
community settings, whereas shift-workers are more difficult to engage even 
for individual clinical supervision (O’Sullivan, 1999). Initial staff satisfaction 
surveys show pleasing results and O’Sullivan intends to pilot a small trial using 
burnout scales and a locally developed Hope scale (Duffell scale) to measure 
clinical supervision efficacy. While surely time and resource shortages impact 
on implementation, passive resistance excuses heavy workloads, low morale 
and job satisfaction while blaming a lack of clinical supervision culture, 
benefits, support and supervision for supervisors (Hughes et al., 1996). 
Needless to say, supervisors as well as managers must give clinical supervision 
high priority for it to succeed (Neville, 1996). 

O’Sullivan conducts training programmes and two-day workshops around 
New South Wales for nursing and allied health staff. Such information 
sessions and workshops promote clinical supervision availability and under- 
standing; however, simply saying clinical supervision has value does little to 
encourage participation (Mehrtens, 1996). Many nurses feel comfortable with 
their clinical practice (Cleary, 1996), and experienced nurses do not see the 
need for clinical supervision (Hughes et al., 1996). The opportunity to 
improve one’s ability to be helpful to others (Castles, 1996) may, paradoxi- 
cally, present helpers with a ‘sense of burden’ (Jordan, 1996). 

Further developments on researching clinical supervision effectiveness are 
occurring in the South Eastern Sydney Area in collaboration with the 
Academic Department of Mental Health Nursing, University of Technology, 
Sydney (Gill et al, 1999). According to Stiihlmiller (1999a), widespread 
demoralisation had occurred among nurses in the past three years. By identify- 
ing and elevating good practices, clinical supervision will restore esprit de 
corps. Stiihlmiller has trained 33 senior clinical mental health nurses to facili- 
tate group clinical supervision within four major hospitals, thus ensuring 
clinical supervision access to all mental health nurses (over 200). Her 
metaphor, ‘clinical soup’ (Stählmiller, 1999b) relates to the nourishment a sup- 
portive environment provides for nurses to review and advance their repertoire 
of interactive skills, gain confidence and experience camaraderie. To determine 
the programme’s effectiveness, Stiihlmiller has collected demographic infor- 
mation and pre-initiative data using an array of scales that measure work satis- 
faction, burnout and emotional well-being. She hypothesises that as nurses 
reflect on practice, they will effectively manage the stress and challenge of 
interpersonal work and develop work satisfaction. 

Whereas most studies focus on clinical supervision efficacy in terms of 
nurses’ stress levels and need for support, my own supervisory work tends to 
view these factors as secondary to a primary educational role. The reports of 
resistance would suggest that this purpose is much harder to achieve than 
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providing staff support mechanisms, although clearly, clinical supervision 
could not flourish without a ‘nurturing environment’ (Jordan, 1994) — with 
support at various levels: fundamental professional regulation and accountabil- 
ity, an enabling management that provides access to staff counselling, debrief- 
ing, recognition and reward. To help combat resistance, my anecdotal 
experience informs that clinical supervision needs to be viewed within a 
whole perspective of education that includes didactic elements. As clinical 
supervision develops therapeutic skills, it makes sense to situate it and com- 
plement it with a formal course of supportive counselling skill development 
(RBH, 1998), for example, whereby participants are introduced to the notion 
of discussing their own clinical work. My assessment of clinical supervision 
effectiveness centres on supervisee progress in ‘knowing the patient’ (Benner 
et al., 1996) — this is immediate within an ongoing supervisory process, in 
contrast to waiting for problematic work events to arise, and can take various 
forms of both a qualitative and quantitative nature. 


Mandating clinical supervision 


To meet ‘work-related support needs’ in Victoria, all mental health services 
stress the need to enhance professional development through clinical super- 
vision (Garlick, 1996). The mandatory nature of minimum attendance and 
sharing supervision between on-line managers and discipline seniors to address 
organisational, professional and personal objectives, suggests that clinical 
supervision could deteriorate into managerial supervision. Wilson (1996) 
debates the importance of separating managerial from clinical supervision in 
terms of progressing supervisees from discussing cases to analysing their own 
responses within the therapeutic relationship. It is unlikely that such intimate 
detail would be exposed to supervisors holding administrative authority 
(Yegdich, 1999a). Indeed, Garlick admits that in the shared-responsibility 
model, supervisees are uncertain about what issues to take to which supervisor. 

Most Australian authors concur that it is imperative to separate clinical 
supervision from staff appraisal and organisational issues for purposes of 
learning. Fiorillo and Roche (1996) convey that eighty per cent of nurses 
surveyed believed clinical supervision should be mandatory and ninety per 
cent believed there should be a choice about supervisors. As in undergraduate 
clinical teaching, supervisors’ professional credibility is crucial for success 
(Cross, 1997). The problem with mandating clinical supervision is simply put: 
one cannot legislate trust, openness or relationships (Madison ef al., 1994). 
Nor does it make sense to offer compulsory support. 


Future directions 


Clinical supervision has been slow to captivate clinician participation and 
demand, and even less the attention of academics. So far, professional 
organisations have neither developed policies or position statements, nor 
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ensued a fundamental understanding of its tenets and role. That academics and 
clinicians are referring to different meanings of supervision is evident from 
Hart’s (1996) equation of undergraduate clinical facilitation with clinical 
supervision, in contrast to Wilson’s (1996) recommendation to introduce 
clinical supervision to undergraduates and secure greater acceptance. In its 
scathing critique of both undergraduate and postgraduate education of 
future mental health nurses, the recent Scoping Study on Australia’s mental 
health nursing workforce (Commonwealth Department of Health and Aged 
Care, 1999: 37) completely neglected to mention its struggling existence — 
while acknowledging that university courses ‘lag behind the practice of experi- 
enced mental health nurses’. The ACT college branch document (ANZCMHN 
Inc., 1996) on regulatory practices which notes the loss of psychiatric-mental 
health endorsement in most states and territories could provide national 
impetus for more rigorous implementation of clinical supervision for nurses 
working in mental health areas without specialist education. The college is 
silent. 

Where Wilson (1996) notes lack of agreement on the theoretical and practi- 
cal aspects of clinical supervision, Jordan (1999a) argues for a range of 
approaches to meet the demands of the clinical environment. The uniqueness 
of clinical supervision as an educational strategy is its triadic structure of 
nurse-supervisee, supervisor and patient (Yegdich, 1999b). Figure 18.1 illus- 
trates this triad and situates managerial and professional supervision as the 
supporting foundation for clinical supervision. 


supervision 


Knowing 


*Clinical supervision is differentiated from managerial and professional supervision although 
based on their mandatory accountabilities. 


Figure 18.1 The triadic structure of clinical supervision 
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Clearly, supervisory focus is on the nurse (Yegdich, 1994), and not the 
patient. But nurses are not isolated individuals reflecting on themselves. 
Clinical supervision emphasises nurses’ responses to patients within the nurse- 
patient relationship, and therefore, the supervisee’s privacy is not sacrificed 
(Kermode, 1985). Understanding the patient emerges from engaging in a 
process of decentring (Munhall, 1993), that tolerates uncertainty rather than 
explicating tacitly embedded knowledge. For Chesterson (1996), the nurse’s 
therapeutic use of self in nurse—patient interactions presupposes self-reflection. 
This is precisely what is impossible (Yegdich, 1996) — and why clinical super- 
vision is needed (Yegdich, 1999c). The first-person nature of our existence 
means we cannot step outside ourselves to be critical. Supervision provides 
opportunity to ‘oversee’ what we cannot see. This is best undertaken within 
the supportive process of a relationship. 

White and Ewan (1995: 139) relate previous experience of students’ diffi- 
culties in examining what went on interpersonally between patients and them- 
selves; many frankly fudged on ‘who said what to whom’. There are many 
reasons for avoiding discussion of nursing work. Lawler (1991b) refers to nur- 
sing’s intense privacy ‘imbued as it is with body products, death and sexual- 
ity’. Therapeutic interaction is no less private or discomforting. The nature of 
human engagement means the patient’s discourse and the nurse’s response 
cannot be known in advance. Human knowing is always in transition (Winni- 
cott, 1967) and thus, the supervisory task lies in developing a disposition of 
openness to its spontaneity, flexibility and creativity, in contrast to cleverly 
solving the patient’s problems. 

Gray and Forrstrom (1995) pose whether reflection on individual practice 
will have use only for the individual concerned, or will it have meaning for the 
whole profession. Clinical supervision inquiry brings us closer to the concerns 
of patients and to explore that place nurses occupy in relation with them. There 
is constant struggle with narcissism in the effort to ‘know the patient’. If the 
nurse-patient relationship is to become the essence of nursing, nurses need to 
examine what they say to patients and what they do in the saying. 


Conclusion 


While little hard data exists to support the importance of clinical supervision 
for the professional development of those working in caring environments 
(O'Sullivan, 1999), Stihlmiller (1999a) proposes that clinical supervision 
establishes conditions under which nurse therapies are effective. This, in turn, 
increases the viability of a tenuous mental health nursing workforce, counter- 
acts role erosion and demonstrates the central importance of mental health 
nursing. Indeed, the nurse-patient relationship in all nursing. 

Having begun the chapter with reference to a psychoanalytic thinker, I 
conclude by citing another. Freud (1933: 149) considered teaching one of 
three impossible professions, noting that, ‘education has to find its way 
between the Scylla of non-interference and the Charybdis of frustration’. For 
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those who would teach, the formidable task of balancing support and challenge 
creates conditions conducive for the arrival of thought. For those who would 
learn, the most difficult feat is to learn from one’s experience. The supervision 
encounter invites humility in enjoining both learner and teacher to be 
instructed by their patients. 
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19 Clinical supervision in 
Finland — history, education, 
research and theory 


Marita Paunonen and Kristiina Hyrkäs 


Editorial 


This chapter focuses on the Finnish perspectives of clinical supervision. It high- 
lights the development of clinical supervision training and provides a summary 
of the research on clinical supervision that has been undertaken in Finland. The 
chapter then describes the SUED model of guality assurance: a model that inte- 
grates clinical supervision, in service training and further education. The material 
contained in this chapter appears to indicate that the theory and practice of 
clinical supervision is well developed in Finland and that like Britain, Finland 
appears to be providing a lead that other countries may choose to follow. 


Introduction 


For two decades clinical supervision has been a subject for discussion in Scan- 
dinavian countries and as a result a multitude of studies have been published 
in Finland. Research endeavours have covered, for instance, the effects of 
clinical supervision on work satisfaction, professional identity and guality of 
care (see Hyrkäs et al., 1999). Since the majority of these research reports 
have not been translated into English, their examination is of interest to 
readers. In Finland, clinical supervision is accepted as a natural part of nursing 
practice, and official recommendations regarding its organisation have been 
given. Clinical supervision refers to systematic action after vocational educa- 
tion aiming at developing the supervisees? professional knowledge and skills 
as well as supporting, clarifying and strengthening professional identity. 

In Finland the history of clinical supervision in nursing spans three decades 
(Niskanen et al., 1988; Paunonen, 1989c). An examination of the studies avail- 
able shows a close connection to clinical supervisor training. Given this 
history, more extensive empirical research on the subject dates back to the 
1990s (Paunonen, 1989c). So far many of the studies are various academic 
theses (e.g. master's theses and dissertations), which employ a specific per- 
spective on the topic. Most of the articles published in Finnish discuss clinical 
supervision at a general level, as opinions and experiences, which seems to be 
common also in the English speaking countries (Hyrkäs et al., 1999). The 
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current research and literature serve as the foundation for the prevailing 
practice of clinical supervision and contribute to further research. 

In this chapter, the history of clinical supervision is first briefly reviewed as 
it forms the basis for the practice. The development of clinical supervisor edu- 
cation in nursing is then examined as the training provided by the field itself 
has also been a significant step forward, from the viewpoint of research. The 
academic research reports are examined more closely and the difficulties as 
well as challenges to further research are discussed. As a result of this devel- 
opment span the SUED model is introduced. The model is now in an official 
proposal state in the Ministry of Social Affairs and Health in Finland to be 
used as a national obligation to develop health care practitioners’ cognitive 
preparedness in working life (Terveydenhuollon ammatillisten ..., 1999). 


The development of clinical supervision in nursing and the 
beginning of clinical supervisor training for nurses 


Clinical supervision started at a slow pace in the Finnish health care system at 
the end of the 1950s. At that time psychoanalysts, trained abroad, began to 
organise the practice. Experiments on clinical supervision were launched in the 
1960s in psychiatric hospitals, and in the 1970s minor trials were carried out by 
Balint groups for health centre physicians, in clinical supervisor training for 
psychiatrists and in allied fields of health care. Clinical supervision expanded to 
cover the whole field of health care in the 1980s (Niskanen ef al., 1988; 
Paunonen, 1989c) 

The beginning of the 1980s was a turning point in Finnish clinical super- 
vision. An extensive survey conducted by a working group appointed by the 
Ministry of Social Affairs and Health revealed that the need for clinical super- 
vision for example in psychiatric nursing was twice as great as its supply. The 
lack of suitable clinical supervisors inhibited the efforts to correct the situation 
(Sosiaali-ja terveysministeriö, 1983). Based on the survey, the Ministry of 
Social Affairs and Health issued the first recommendation concerning the orga- 
nisation of clinical supervision. The gualifications reguired for clinical super- 
visors were defined as well as the different models of clinical supervision and 
the healthcare sectors that seemed to be in need of clinical supervision. 
According to the recommendation, the organisational models of clinical super- 
vision included one-to-one, group, case-load, peer supervision for managers 
and multidisciplinary team supervision. A distinction was made between real- 
time and delayed clinical supervision, that is, whether the supervisor was 
present at the situation or whether the supervisee described the situation to the 
supervisor. Internal arrangements within the organisation were suggested as 
preferable and economical ways to organise supervision. Having clinical 
managers acting as clinical supervisors was considered complex and difficult 
due to the possible role conflicts. The recommendation stated that clinical 
supervision should be available by the year 1990 for all who wished to partici- 


pate (Sosiaali-ja terveysministeriö, 1983). 
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Originally, clinical supervision for nursing staff was provided mainly by 
other healthcare professionals, such as doctors, psychologists, hospital cha- 
plains and social workers. It became evident that the nursing profession’s own 
expertise would empower clinical supervisor training. This resulted in a model 
and training being developed specifically for nurses, which was evaluated in 
1989 (Paunonen, 1989c, 1991d). 

The original clinical supervisor training programme for nurses consisted of 
lectures and training (360 hours), extending over a period of two years. The 
purpose of the training was defined as providing specially trained nurses with 
the basic skills and knowledge required in the supervisor’s role. The effort 
was guided by a theoretical framework emphasising, for instance, different 
theories of supervision, promotion of personal growth and professional qualifi- 
cations as well as alleviation and prevention of job fatigue. Apart from 
studying clinical supervision, participants themselves also provide clinical 
supervision and are obliged to undergo supervision provided by an experi- 
enced supervisor (Paunonen, 1989c, 1991d). 

So far, different programmes for supervisor training have been developed 
and applied for nurses. These have been organised as internal training within 
hospital organisations in the 1980s and 1990s among others at the Tampere 
University Hospital. National courses in clinical supervision have also been 
organised for different occupational groups in healthcare in the 1980s and 
1990s at the Open University and in the university institutes for extension 
studies (see e.g. Leijala, 1988; Oksa, 1997). 

In spite of the educational efforts the access to and organisation of clinical 
supervision has progressed guite slowly. The results from a limited survey 
(n=110) at the beginning of the 1980s indicate that four per cent of the nurses 
working in physical health care received clinical supervision (Paunonen, 
1982a). The more recent study of Koivula et al. (1998) of one of the largest 
hospital districts in Finland shows that fourteen per cent (n=723) of the nurses 
with varying educational backgrounds received clinical supervision at the end 
of the 1990s. 


Review of the published research 


For the purposes of this chapter, a systematic search of studies and articles on 
clinical supervision was carried out using Finnish databases. The time period 
covered was from 1970 to the present. The search yielded 190 references, 
mainly various academic theses in nursing science, educational studies and 
medicine as well as in psychology and social work, reports, articles in journals 
and books, textbooks and books. The academic studies of clinical supervision 
in nursing were chosen for a closer examination (Table 19.1). 

Follow-up studies have been employed to investigate the efficacy of clinical 
supervision. Paunonen (1989c) using experimental and control groups to inves- 
tigate the effects of clinical supervision provided weekly sessions for one year 
in three different health care organisations. The study focused on the nursing 


Table 19.1 Summary of the Finnish research on clinical supervision in nursing 


Researcher 


Data collection, methods of analysis, data 


Main results 


Paunonen (1989a) 
Korhonen (1990) 
Paunonen (1991b) 


Aavarinne et al. (1992) 


Swanljung (1995) 


Kilpiä and Virta (1997) 


Pajala (1997) 


Ouestionnaire: baseline and at the end 
Statistical methods and content analysis. 
Supervisees, experimental group n=113, 
control group n=88 


Ouestionnaire 

Content analysis 
Supervisees, n=28 
Future supervisors, n=28 


Ouestionnaire: baseline, at the end and 
one year later. Statistical methods nurses 
undergoing supervisor training, n=26 


Questionnaire 
Statistical methods 
Supervisees, n=171 


Open interviews 
Qualitative content analysis 
Supervisors, n=7 


Questionnaire 

Statistical descriptive methods 
Supervisees from five working 
communities, n=80 


Theme interviews 
Qualitative content analysis Supervisors, 
n=4 


CS clarified nursing towards a more theoretical emphasis, served to expand self- 
knowledge, make self-image more realistic, enhance professionalism, decrease burnout and 
develop working climate in a more positive direction. 


CS was considered useful: its main function is to alleviate workers’ psychological 
pressures and facilitate coping with work. CS is important with regard to the development 
of nursing. CS provoked both positive and negative feelings. Nurses with supervisor 
training had a stronger professional identity and self-image than the supervisees. 


Changes that took place in nurses’ action during a two-year supervisor training: CS 
enhanced willingness and freedom to act in nursing and improved nursing action as such. 


CS is an interactive process, support for mental health, nursing experts’ action, promotion 
of knowledge and skills. One third reported the goal to be personal growth, one fourth the 
development of collaboration. Haste at work, distressing relations with patients and 
relatives as well as with other staff, and the exacting nature of nursing gave rise to the 
need for CS. 


The dimensions of CS: examining the characteristics of nursing, analysing care 
relationships, supporting professional growth and learning, supporting growth as a nursing 
manager, supporting collegiality and caring. 


Career development is supported by self-appreciation, challenging work, appreciating 
success in work, commitment, awareness of the goals of the care community, willingness 
to develop work and support from colleagues. Support for personal development and 
promotion of collaborative skills were expected of working community based CS, but 
these were not seen very important with regard to professional development. About half of 
the respondents were dissatisfied with consistency and sufficiency of training, and with the 
possibility to attend training during working hours. 


Professional ethics denoted the ability to identify and meet the difficult situations emerging 
during CS. The supervisor strives for high-quality action, understands the importance of 
education and of his or her own supervision. Professional ethic denotes identifying the 
bases for one’s action and the goals for CS. 
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practice and the nurse practitioners? personality and professional identity. 
Specialist nurses undergoing a two-year supervisor training, designed by the 
researcher (see in more detail: Paunonen, 1991d), acted as clinical supervisors. 
The subjects had on average over ten years’ experience of nursing. Data were 
collected simultaneously from experimental and control groups using a gues- 
tionnaire. The experimental group received clinical supervision and the control 
group did not. The results showed that clinical supervision had influenced the 
development of personal characteristics, but had less impact on professional 
identity. Clinical supervision had promoted the guality of care and especially 
documentation. As for the reliability of the research, it is noteworthy that 
rivalry between the groups complicated the research. 

The effects of clinical supervision (Paunonen, 1991a) have been studied in 
conjunction with the clinical supervision associated with a two-year supervisor 
training. The effects were studied with regard to the nursing practice of the 
gualified nurses who had completed clinical supervisor training. The focus of 
interest was on changes in self-reported freedom of actions and willingness to 
act in attending to the patient’s needs. Changes in nursing were examined based 
on the theory of Yura and Walsh (1983). Data collection was by means of a 
questionnaire. The results indicate that clinical supervision had promoted the 
nurses’ willingness to act, but also their freedom of action in clinical practice 
and as a result the nursing care had improved (see also Paunonen, 1991c). 

The content and goals of clinical supervision have been described over a 
period of one year from the perspective of nurses in supervisor training and 
from that of their supervisees (Korhonen, 1990). Data were collected using a 
guestionnaire from three different types of hospital organisations. The results 
indicate that supervisors and their supervisees considered clinical super- 
vision necessary. The most important gain was the decrease in work- 
related pressures and enhanced coping with work. Clinical supervision 
provoked both positive and negative feelings. The supervisors and the super- 
visees had different goals. Supervisors? goals concerned the supervisory group 
and its dynamics. Correspondingly, supervisees’ goals mainly related to 
human relations within the teams. Both the supervisors and their supervisees 
saw the development of nursing practice as important. The supervisors had a 
stronger professional identity and self-concept than the supervisees. 

The content of clinical supervision has been studied also from the super- 
visors’ perspective. Characteristics of clinical supervision in nursing have been 
described by investigating the conceptions of experienced nurse-supervisors of 
their work (Swanljung, 1995). The study yielded six main themes. The first 
theme was nursing and the care relationship, including problematic situations, 
ethical dilemmas, issues related to the quality of care as well as the super- 
visee’s own expertise and strategies in relation to these. The second was profes- 
sional growth and learning, incorporating personal knowledge, self-assessment 
skills and their development as they emerged during clinical supervision. 
Lastly, clinical supervision as a support for nursing management concerned 
coping with a variety of tasks and clinical problems in everyday management 
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relationships, and the clarification of the goals of nursing. An important field in 
clinical supervision in nursing was in developing a collegiate support and 
caring culture, which requires learning to give and receive support, listening to 
others and being heard. 

The ethical bases of supervisors’ professional practice have been studied by 
interviewing experienced nurse-supervisors (Pajala, 1997). According to the 
results, the supervisor’s self-reflection skills can be considered an important 
component of professional practice of an ethically high standard. Professional 
ethic refers to scrutinising and analysing one’s actions, outlining and encoun- 
tering problematic situations (e.g. accountability) as well as the pursuit of 
high-quality practice (e.g. self-development through education and own 
personal clinical supervision). The foundation for ethical practice is profound 
scrutiny of the bases of one’s action and of the goals of clinical supervision. 

Aavarinne et al. (1992) have made an extensive inquiry into the nursing 
staff's need for clinical supervision. The study was implemented on neurology 
and medical wards of a Finnish university hospital. Data were collected using 
a questionnaire. The results showed that the need for clinical supervision was 
induced by haste, distressing relations with patients and relatives, relations 
among staff and factors causing uncertainty in work as well as by various 
administrative factors. Clinical supervision was described as solving clinical 
problems, as an interactive process between supervisor and supervisee, as 
support to mental health and expert practice, as growth in knowledge and 
skills required by work. Personal growth, solving of administrative issues 
and especially the development of collaboration between different occupational 
groups were seen as the aims of clinical supervision. Ward sisters, assistant 
ward sisters and specialist nurses, representing different levels of nurse educa- 
tion, considered clinical supervision more necessary than did registered nurses 
and practical nurses. 

Clinical supervision in multiprofessional teams and the effects of clinical 
supervision on career development were explored on five wards of a university 
hospital (Kilpiä and Virta, 1997). Data collection was by a questionnaire. The 
results showed that multidisciplinary supervision teams regarded self-respect, 
appreciation of colleagues and their work, support provided by colleagues, a 
challenging job, and a continuous possibility to learn as important with regard 
to career development. As for personal characteristics, commitment to work 
was seen as pivotal. First-line managers clearly failed to provide support for 
the staff, and various problems related to human relations seemed to compli- 
cate work, which was considered an impediment to career development, as 
well. As for career development, participants expressed dissatisfaction with 
their in-service training. Multidisciplinary teams expected to acquire support 
for personal development and for improving collaboration skills through 
clinical supervision. The importance of clinical supervision with regard to pro- 
fessional development was not considered important. 

To sum up, the clinical supervision research has focused on two perspec- 
tives: supervisees and supervisors. From these points of view the empirical 
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research has covered the different models of supervision, that is, one-to-one, 
group and team supervisions. Research interests have focused on the effective- 
ness, content and ethical issues of and need for clinical supervision and 
support. Both qualitative and quantitative approaches have been applied. 
Support provided by clinical supervision for developing personal charac- 
teristics seems clearly to emerge as a result from the studies, as does 
clinical supervision with regard to relationships and team dynamics as 
well as collaboration between different occupational groups. However, the 
results of the studies are partly contradictory with regard to the effects of 
clinical supervision on e.g. professional identity, professional development, the 
quality of care and quality management. 


Difficulties and challenges to research 


Research on clinical supervision is a complex endeavour. So far Finnish 
researchers have themselves strongly criticised the fact that there is no precise 
definition of the concept of clinical supervision. (e.g. Hyyppa, 1983; 
Paunonen, 1989b). If we look at the existing definitions of clinical supervision 
in the literature (Ojanen, 1983; Niskanen et al., 1988; Paunonen, 1989c; see 
also Hyrkäs et al., 1999), three major perspectives seem to emerge: the 
emphasis on the goals, activities and participants of clinical supervision. The 
critigue implies that the core of the concept is missing. It has been explained 
that in pursuing a definite description definitions have remained rather super- 
ficial, and the characteristics and substance of clinical supervision have not 
been covered. The examination of the literature enables also the conclusion 
that there are four differing perspectives on the practice of clinical supervision: 
pedagogical, learning and training, clinical practice and personal growth. What 
all this means is that the conceptual and theoretical ambiguity is reflected as 
confusion in the practice of clinical supervision, but most of all in research 
(Hyrkäs er al., 1999). The critique is (e.g. Karvinen, 1991) that if the scientific 
framing of research guestions remains inadeguate because of the difficulty in 
defining the concept, then study designs have probably remained insubstantial 
and the results are an uncritical apology for clinical supervision with no scien- 
tific validity. Looking back to the research reports reviewed here, it is easy to 
expose the problems in defining the concept, but these have also been pointed 
out and criticised by the researchers themselves. It seems that conceptual clari- 
fication presents one of the main challenges for clinical supervision research in 
Finland. 

Data collection for clinical supervision research presents problems of its 
own. Although hospitals and hospital districts usually have a person or group 
responsible for the planning, co-ordination and organisation of clinical super- 
vision (Sosiaali-ja terveysministeriö, 1983), there is no extensive or national 
register of trained supervisors. What this means for research is that hospital 
districts offer varying information on supervisors and current supervisory 
relationships, which is found in varying sources and documents (e.g. written 
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agreements on clinical supervision between supervisor and supervisee). 
Tracking down supervisory relationships is a laborious and slow process. 
Furthermore, nursing supervisors often work in a different organisation from 
their supervisees. The use of the so-called external supervisors aims at guaran- 
teeing confidentiality, objectivity and impartiality in supervision (Sosiaali-ja 
terveysministeriö, 1983; Niskanen et al., 1988). However, with regard to data 
collection, networking supervisory relationships in different organisations may 
be confusing when applying for ethical clearance. The number of applications 
may increase greatly in proportion to the number of supervisees in different 
organisations. 

Both quantitative and qualitative research methods (see Table 19.1) have 
been employed in the studies of clinical supervision. Qualitative methods are 
well founded and suitable, if the aim is to explicate supervisees’ experiences, 
conceptions, subjective interpretations or reactions to clinical supervision. As 
it is known that the generalisation of qualitative research results is not 
possible, their contribution to the development of clinical supervision is of 
little importance. Quantitative research has problems of its own. The approach 
is based on researchers’ theoretical assumptions about clinical supervision and 
its essence. Also generalisation of results, one of the strengths of quantitative 
research, is not simple. Collection of the large samples needed and the organi- 
sation of experimental and control designs is laborious, almost impossible, as 
was shown earlier. This means for example, that it is hard to scientifically 
show the efficacy of clinical supervision. Another difficulty with quantitative 
research has been the absence of suitable instruments. So far the researchers 
have designed a questionnaire for each study, which makes it impossible to 
make, e.g. broader comparisons. In addition to this, national surveys of the 
current situation into clinical supervision have not been made since the survey 
by the Ministry of Social Affairs and Health in 1983. 

The process-like nature of clinical supervision seems to complicate the 
study of the phenomenon. In the literature (e.g. Niskanen et al., 1988) clinical 
supervision is most often described as occurring in three different stages: the 
introductory, the implementation and the consolidation stages. In this process 
the supervisee is assumed to review together with another person/persons 
(supervisor and optionally with other supervisees) his or her clinical work and 
relevant aspects of reactions to that work. However, it is not possible to deter- 
mine the pace and duration of the process, since the process might be inter- 
rupted or even fail to start properly. An additional difficulty is that clinical 
supervision is a multi-layered process of thought and practice concerning both 
the supervisor and supervisee, the explication of which is hard by means of 
research. In the Finnish literature, clinical supervision has also been considered 
a research method in itself, which has further served to confuse the matter 
while exploring phenomena and questions during the process. The point here 
is that as clinical supervision is a reflective process related to professional 
practice, the boundaries with regard to action research are easily blurred (see 
e.g. Karvinen, 1991). Empirical research is a challenge from this point of 
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view, that is, the research method employed needs to be critically selected, but 
the chosen method also needs to be evaluated across the study process to 
maintain scientific rigour. 

A number of clinical supervision models can be found in the literature (e.g. 
Niskanen et al., 1988), but also included are several assumptions which have 
not been studied empirically. For example, one-to-one supervision is assumed 
to offer more opportunities for participants, team supervision (cross-discipline) 
is described as inexpensive and attractive in terms of time, but demanding for 
the supervisor in terms of knowledge from different fields and experience of 
group dynamics. Group supervision (within one’s own discipline) is described 
as an opportunity to present collectively, for instance, patient cases and 
discuss nursing care. This approach has come under criticism as too demand- 
ing in terms of supervisors’ experience of clinical practice as well as having 
group leader skills and knowledge of group dynamics. Peer supervision for 
nursing managers and ward sisters, the various models described above, their 
effects and the comparison of these, the strengths and weaknesses or cost- 
effectiveness have not been addressed using empirical research. These themes 
are a challenge to future research with regard to the development and intensifi- 
cation of clinical supervision, but first of all with regard to resource acquisi- 
tion. 


Future prospects: the SUED model as quality assurance in 
healthcare services 


The SUED model as quality assurance in healthcare services presented here 
suggests that integration of clinical supervision, in-service training and further 
education would be most beneficial in order to support and promote the 
nursing practitioners’ professional development as a continuous process. Pau- 
nonen’s model, hereafter the ‘SUED’ model, takes its name from concepts 
succeed, supervision and education. The first concept refers to quality assur- 
ance, the second to the principles of clinical supervision, and the third to the 
principles of education: experiential learning and critical thinking. Apart from 
establishing the efficacy of clinical supervision and education, the model 
strives to gain synergy in multidisciplinary teams. The development, planning 
and testing of the model dates back to the late 1980s (Paunonen, 1989c). It 
was first tested and published in an academic dissertation (Paunonen, 1989c), 
and its suitability has been further tested in the 1990s at Tampere University 
Hospital alongside a cost-benefit analysis. 

In Finland, administrative studies (e.g. Paunonen ef al., 1996) have found 
that collaboration in multidisciplinary teams is defective and problematic. The 
fact that healthcare practitioners are trained in separate educational pro- 
grammes may be the reason for this. However, it is expected that all parties 
are familiar and ready to collaborate. The different disciplines may have no 
experience of working together and in addition, individual team members’ 
competence profiles may not have been outlined. Multidisciplinary clinical 
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supervision brings out the competence of a team, thus yielding the possibility 
to gain synergy. 

Nursing practitioners’ further education and in-service training after initial 
nurse training are taken as necessary and in part for granted. Here the in- 
service training refers to that which is organised at workplaces or outside 
organisations and financed by healthcare organisations or units on the basis 
of the practitioner’s perceived needs. Further education is more formal, 
relating to the development of work tasks in particular, the prerequisite for 
which is constant updating and maintenance of knowledge and skills. 
However, the examination of further education and in-service training in 
Finland shows their fragmentary nature. There is no co-ordination at the 
national, that is, macro level, and no exact regulations have been given, 
which often results in inconsistencies. There are no exact statistics available 
regarding the target groups, the amount, duration or content areas of education 
and clinical supervision. Similar lack of co-ordination manifests itself in indi- 
vidual healthcare organisations and their units. Organisations and their differ- 
ent units are forced to purchase courses in further education based on supply 
instead of real needs. The practitioners try to find training they perceive as 
necessary among the supply, but due to the lack of co-ordination at both 
macro and micro levels this has proven to be difficult, as research has stated 
(e.g. Työvoimaministeriö, 1981; Sosiaali-ja terveysministeriö, 1983; Suomen 
Kaupunkiliitto, 19884). 

Further education as well as in-service training can be external but they do 
not necessarily meet the staff's real needs (e.g. Työpaikkakoulutustoimikunta, 
1990) within their own unit, focusing on the substance of the practice. 
External training may increase theoretical knowledge and be appropriate in 
this sense, but this is not necessarily always the case. The cost—benefit ratio 
fails to reach the level of well-planned training and clinical supervision. As 
the system is rather random in nature it fails to systematically support the pro- 
fessional development of healthcare practitioners. 

One central shortcoming is that further education and in-service training are 
commonly organised separately. However, the ideal would be to integrate all 
education and clinical supervision so that clinical supervision would be part of 
the health care practitioners’ work and focused towards identifying those areas 
which need to be addressed through reflection upon work and oneself. This 
would make quality management, education and clinical supervision more sys- 
tematic and focus on the content of practice as well as allow continuous pro- 
fessional development and growth. 


Introducing the SUED model 


The idea and the bases of the model are crystallised in the problems men- 
tioned above. The SUED model has been planned and implemented in health- 
care organisations (Paunonen, 1989c, 1993b; Terveydenhuollon ammatillisten 
... 1999), and it is currently being tested for the second time on five wards at 
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the Tampere University Hospital. The nursing staff and physicians from these 
five units have participated in the latest research. Final report of the test is 
now being written and the model's cost-benefit testing is also in progress. Pre- 
liminary results clearly show that the model contributes to the guality of 
practice and practitioners? satisfaction with work, which supports the findings 
of earlier Finnish research (e.g. Kaltiala and Sorri, 1989; Paunonen, 1989a; 
Aavarinne et al., 1992; Jakonen-Kaasalainen, 1983; Moilanen, 1994). 

The starting point of this model is the idea that the aims, implementation 
and definition of the guality of practice are specified together with the 
manager in each unit (Figure 19.1). This also involves the specification of 
individual practitioners? expertise and its development. Thus, it is possible to 
draw an individual plan for the implementation in accordance with the 
person's motivation and commitment to develop the unit's clinical expertise. 


Main target 


Quality management of practice, clinicians’ 
expertise and well-being 


Aim of the SUED model 


Planned, clear and persistent integration of clinical 
supervision and education to support and develop 
practitioners 


Goal-oriented planning, implementation and assessment 
of long-term clinical supervision and training in relation 
to the practice aiming at the clinicians’ well-being 


Practitioners’ motivation and commitment 
as well as plan for utilising personal abilities and 
skills together with the first-line manager 


ji 


Starting point 


Aims and implementation of the organisation’s 
and unit’s practice as well as quality determination 


Figure 19.1 Description of the general structure of the SUED model 
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In the long run this process will have a beneficial effect on practice as a 
whole, as well as on quality and the healthcare practitioners’ well-being. 

The implementation of the aims of the SUED model emphasises the integra- 
tion of clinical supervision and in-service training so that clinical supervision is 
included as a process in each practitioner’s work on regular intervals. Clinical 
supervision identifies areas for development in the practitioner’s practice and 
workload management. In-service training is therefore designed to provide the 
opportunity to develop the skills and expertise required thus making training 
and education integrated and purposeful in relation to the practitioner’s own 
work as perceived self-perception (Figure 19.2). Therefore, in-service training 
and the substance of practice do not remain random. In-service training 
becomes integral with educational programmes and supports the individual’s 
professional growth as well as meeting the organisational goals. 

At present, the implementation of the model may present problems due to 
the lack of suitably trained supervisors. This can be amended by training 
supervisors based on needs analysis. Networks can be applied to recruit or 
train supervisors, by employing educators or educational institutions and by 
setting up and implementing tailor-made training. It would be advisable to use 
the network model at least in small organisations to create adequate distance 
according to the principles of clinical supervision (Figure 19.3). This network 
system would also include purchased tailor-made services. 

In the network model, organisations A, B, C, D etc. jointly implement 
clinical supervisor training in an appropriate way and implement clinical 
supervision on the network principle. This indicates that, for example, in the 
organisation A, clinical supervisors from units Al, A2 and A3 supervise units 
BI, B2 and B3 from the organisation B etc., or, in a big organisation A, its 
unit Al supervises the unit A3, but not other units. 


Clinical supervision process 


> 
practitioners 
in-service training in-service training in-service training 
need and implementation need and implementation need and implementation 


Figure 19.2 Integration of clinical supervision and in-service training to assure the 
quality of the practice and the healthcare practitioners’ well-being 
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Organisation Unit 
A (e.g. health centre) Ay Ao A3 
B (e.g. university hospital) Bi B2 B3 


C (e.g. regional hospital) Ci Q G 23% 


D (e.g. home for the elderly) D; D, D; 
Jointly implemented Network system 
clinical supervisor training for clinical supervisors 


Figure 19.3 Network model for training and clinical supervision of clinical supervisors 


It is the task of nursing managers to plan the implementation of clinical 
supervision and in-service training in collaboration with the practitioners. This 
involves: 


e yearly plan for long-term clinical supervision and appropriate training; 

e nominating persons and groups responsible for co-ordination, follow-up, 
assessment and development of practice; 

e definition of the aims of and need for clinical supervision and training in 
the organisation and its units; 

e organising clinical supervision and associated training according to the 
network model presented above; 

e follow-up and assessment of and research into the effects of clinical 
supervision and education, as well as further development of this practice. 


Summary 


Clinical supervision, its research and theoretical development in nursing in 
Finland seems to be entering a new era. Although clinical supervision has been 
accepted as part of nursing, its popularity and utilisation for professional 
growth have expanded at a relatively slow pace among healthcare practitioners. 
Except for individual experiments, utilisation of clinical supervision, for 
example, in the development of multi-professional collaboration and quality 
improvement in nursing, has remained scarce. Finnish healthcare staff have not 
necessarily made the best use of the possibilities offered by clinical super- 
vision. Conceptual ambiguity might be one of the reasons for this. This has led 
to the fact that while talking about clinical supervision in the press and in the 
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literature, the tone and emphasis used have varied greatly. This has brought 
about ambiguous conceptions of clinical supervision, partly on account of its 
roots being embedded in psychiatry and partly because of insufficient know- 
ledge of the phenomenon itself. Future nursing practitioners will probably have 
a clearer idea of the meaning and value of clinical supervision, because at the 
moment clinical supervision is incorporated in healthcare education and its 
curricula. The practice is, however, still heterogeneous, since it is up to the 
educational institutions to decide the way they wish to include clinical super- 
vision in the training they provide. 

So far, the extent of research into clinical supervision in nursing in Finland is 
not great, which is probably caused by the slow expansion of the popularity of 
clinical supervision. Research interests have included, for example, the effects 
and content of and the need for clinical supervision, as well as ethical issues. 
More research into these areas is needed to generate deeper knowledge. 
Furthermore, experiments on various new methods (e.g. empathy-based stories) 
present a challenge for future research. Additionally, clinical supervision has 
several topical areas, which have yet not been addressed by means of empirical 
research. The most interesting and challenging areas are, for example, various 
modes of clinical supervision and their efficacy as well as analysis of the cost- 
benefit ratio of clinical supervision. 

Development work on theories and models of clinical supervision in 
Finland in nursing science seems to be in progress. So far, models generated 
in other disciplines have been utilised (e.g. Vienola, 1995), for example, the 
systems theoretical model of clinical supervision developed in educational 
studies by Hyyppä (1983). The development of the SUED model, applicable 
to health care, was launched at the end of the 1980s and it has been tested 
more extensively at the end of the 1990s. The central idea of the model is 
to incorporate clinical supervision, in-service and further training in each 
practitioner’s work as a continuous process, whose aim is to support the 
staff, professional development and quality improvement in nursing. Encour- 
aged by the good experiences of the model and by the research results 
obtained, the Ministry of Social Affairs and Health has showed increasing 
interest in the model so that by the time this chapter was written, it had 
appointed a committee to consider proposals for the national introduction of 
the SUED model as part of the system of in-service training in hospitals and 
health centres. The model will be further developed on the basis of experi- 
ments in health care and of pilot studies directed at allied fields (e.g. social 
work). 
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20 A North American perspective 
on clinical supervision 


Linda R. Rounds 


Editorial 


This chapter provides a North American perspective of clinical supervision. It 
notes that within the United States of America (USA), the term clinical super- 
visor is synonymous with the relationship between an administrator or super- 
visor and another. However, professional relationships that share the 
underpinning philosophies and many of the dynamics of (British) clinical 
supervision are to be found in the USA, in both education and practice. The 
author points out that if clinical supervision is interpreted in its broadest sense, 
the experiences of a preceptor and nurse practitioner student are comparable to 
the experiences of a clinical supervisor and a nurse supervisee. The expected 
outcomes for both include growth in the professional role, increased knowl- 
edge of possible solutions to clinical problems, increased confidence, and 
increased self-awareness. The author also points out that clinical supervision 
and the process of preceptoring nurse practitioners also share common difficul- 
ties, such as a lack of formal standardised training. The chapter also includes a 
summary of the North American research in this area. 

We believe that given that such similarities appear to exist, then perhaps 
there is much to learn from examining the experiences of North American 
practitioners and inversely, perhaps North American practitioners could learn 
much by studying clinical supervision in Britain. The lessons learned from 
examining the processes, dynamics, systems and research findings evident in 
another country can then be seen to be adding to the worldwide knowledge 
base on clinical supervision, and hopefully contributing to improved client 
care in each of these countries. 


Introduction 


The issues and challenges of nursing are not bound by the geopolitical lines of 
countries, differences in language, or even the culture of the people. As one 
travels the world, it becomes obvious that nurses face the same questions and 
problems — only the setting has changed. 

One such challenge is the definition and usefulness of clinical supervision in 
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the education and development of new and experienced nurses. The term 
clinical supervision has been discussed and debated in the literature of the 
United Kingdom throughout the 1990s (Butterworth and Faugier, 1992; Butter- 
worth et al., 1996; Cutcliffe and Burns, 1998; Cutcliffe and Proctor, 1998a; 
Playle and Mullarkey, 1998; White et al., 1998). From the perspective of an 
outside observer, it seems one persistent guestion is indeed the definition of 
clinical supervision. Is it a unigue term or an umbrella term encompassing 
several other relationships? Butterworth (1992) proposes ‘that it is possible to 
differentiate between clinical supervision, mentorship and role of assessor and 
preceptor’ (p 11). Cutcliffe and Proctor (1998a) clearly describe the central 
purpose and primary benefit of clinical supervision as the improvement of 
patient care. 


The use of clinical supervision in the United States 


The term clinical supervision is used in the United States primarily to define 
relationships between an administrator or superior and another. It is used with 
a connotation of supervisory responsibility for the performance of the super- 
visee rather than a relationship of peers or colleagues. For example, the nurses 
caring for patients on a given hospital unit report problems or concerns to 
their supervisor, seek guidance in administrative matters, and receive perfor- 
mance evaluations from the supervisor. In advanced practice, physicians have 
often sought to be clinical supervisors for nurse anaesthetists, midwives, or 
nurse practitioners, which would give physicians the authority to control the 
practice of these advanced practice nurses. One might add that this attempt at 
supervisory control of advanced practice has not been successful. 

The professional relationships that have developed in the USA that are akin 
to clinical supervision are found in both education and practice. Undergraduate 
nursing students are often assigned to a preceptor in one of the last clinical 
experiences of a programme (Hagopian et al., 1992; Meng and Morris, 1995). 
The intent is to aid the student in synthesising the multiple elements in the 
role of the professional nurse into a reality-based practice. It is a one-on-one 
experience giving the student the opportunity to function more fully in the 
nursing role, often in the clinical area of the student's choice. More recently, 
preceptors and mentors have been used in assisting the new graduate to adjust 
to the realities of practice. This involves a one-on-one relationship with an 
experienced nurse who provides guidance, support, and instruction as needed. 
Unfortunately, the fiscal constraints in the US healthcare system and resulting 
decreases in available staff have made some of these programmes less wide- 
spread. Finally, preceptors are commonly used in the education of advanced 
practice nurses, including nurse practitioners. The role of the preceptor in this 
situation is to guide the nurse practitioner student through a clinical experience 
in primary care. The preceptor 'facilitates and evaluates student learning in the 
real world of the clinical area.’ (Hayes and Harrell, 1994, p 220). In some 
situations, the preceptor may actually become a mentor. 
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Mentoring, a technique used by many professions, is an ancient term arising 
in Homer’s Odyssey. Athena, Greek Goddess of Wisdom, disguised herself as 
the man, Mentor. In this role she cared for Telemachus, son of Odysseus, and 
prepared him for his future role as king while his father was absent fighting the 
Trojan war (Hayes, 1999). In the US literature, several authors have explored 
the meaning and value of mentoring for nursing (Pardue, 1983; Darling, 1985; 
Valadez and Lund, 1993). Pardue looked at the relationship of students and 
mentors in a graduate teaching practicum. She developed a tool identifying 
expected behaviours of mentors and asked students to evaluate the mentors 
using this framework. Students found the tool useful in defining the goals of 
the practicum and validating the role of the expert teacher. Darling, when 
asked, ‘What do nurses want in a mentor?’ responded with three characteris- 
tics: attraction, action, and affect. Attraction was associated with admiration for 
the mentor. Action indicated a need for an investment of time and energy. 
Finally, affect referred to a need for respect, encouragement, and support. 
Darling also developed a list of characteristics nurses found useful in mentors. 
In developing a preceptor training programme, Valadez and Lund dis- 
covered a higher level of accomplishment evolved when a mentoring rela- 
tionship developed rather than a purely preceptor-trainee format. The 
authors noted, in particular, the achievement of a mentoring relationship 
when the mentor attempted to match human needs with work needs. 


Comparison of clinical supervision and the preceptor experience 
for nurse practitioner students 


If clinical supervision is interpreted in its broadest sense, as an umbrella term 
with a goal of developing professional skills, the preceptor experience for 
nurse practitioners in the USA might be considered a form of clinical super- 
vision. Nurse practitioners in the USA, with few exceptions, are educated to 
master’s level. The students are experienced professional nurses before 
entering a nurse practitioner programme, bringing with them varied knowledge 
and diverse skills. In the USA, the vast majority of nurse practitioner pro- 
grammes are in primary care with the recent addition of a small number of 
acute care programmes. The educational approach tends to prepare a generalist 
rather than a practitioner with speciality skills such as asthma or cardiovascu- 
lar care. Clinical experiences are generally with a nurse practitioner or physi- 
cian preceptor. Faculty members are responsible for overseeing the experience. 

Because these students are skilled and knowledgeable nurses, they do not 
need the same kind of clinical instruction that a novice nurse or nursing 
student requires. Additionally, the intent of the education is different. The 
clinical teacher is faced with the task of helping the student make a transition 
that requires the student to retain strong nursing skills while incorporating 
selected medical knowledge and skills. Because of this, a major difference in 
the clinical education of nurse practitioners is that one is trying to teach a new 
role, not fundamental nursing. Many of the same skills required in clinical 
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supervision can be applied to the clinical experience of the preceptor and 
nurse practitioner student. Faugier (1992) offers guidelines for the supervisory 
relationship and highlights those areas for which the supervisor is responsible. 
Essential qualities in the approach of the supervisor include generosity, 
rewarding, openness, willingness to learn, thoughtful and thought provok- 
ing, humanity, sensitivity, uncompromising, personal, practical, orienta- 
tion, relationship, and trust. Many of these parallel the characteristics 
that create a successful relationship between a preceptor and nurse practi- 
tioner student. 

The qualities outlined by Faugier (1992) can be applied to the approach 
needed by the preceptor for a nurse practitioner student. It is essential that the 
preceptor be generous, especially of time. Teaching nurse practitioner students 
requires time, time that is taken away from seeing patients or other related 
tasks. This is particularly difficult in the current US healthcare scheme, where 
generation of income is paramount. When preceptors do not have time, 
clinical education suffers and the student feels unwelcome. As with all 
teacher—student relationships, the approach must be rewarding. In attempting 
such a new role, many students feel very uncertain and full of doubt. Reward- 
ing them with praise and positive feedback helps the student to gain confi- 
dence. Openness is a skill the nurse practitioner must have for safe practice. 
The ability to say ‘I don’t know’ or ‘I don’t understand’ is essential when 
entering unfamiliar territory such as medical diagnosis. The preceptor can 
effectively model such behaviour. The relationship between preceptor and 
student requires from both, a willingness to learn. The preceptor must be 
willing to learn the skill of teaching and may also learn new clinical informa- 
tion from a student. Students may share their own expertise or new clinical 
developments from the didactic portion of the programme with the preceptor. 
Students, of course, must be willing to learn from a preceptor. Otherwise, a 
rich opportunity and the whole purpose of the experience are lost. The precep- 
tor who is thought provoking often gets high marks from students. Students 
are quick to spot the preceptor who lacks current knowledge and soon ask to 
be removed from that clinical placement. Humanity is fundamental to any 
nursing relationship. Preceptors can model the caring, confidentiality, and 
dignity for patients and extend the same qualities to students. Sensitivity from 
a preceptor permits a student to make mistakes and learn from them. Recogni- 
tion that personal feelings and self-confidence are integrated with the student’s 
performance allows the preceptor to see the whole student, not just a single 
performance. Uncompromising standards in patient care and role implementa- 
tion are requirements for any nurse practitioner, but especially for the precep- 
tor who is a role model for the student. The practice of nurse practitioners is 
often subjected to scrutiny because it remains a controversial role in some 
parts of the medical community. Adherence to standards of both practice and 
role is essential in rebutting the challenges of medicine and other disciplines. 

Understanding that personal qualities are part of any relationship is impor- 
tant for the preceptor. This quality is modelled in encounters with both 


A North American perspective on clinical supervision 307 


patients and students. Occasionally, it is necessary to acknowledge that one 
cannot work with a particular patient or a given student. The same is true for 
the student. One of the greatest lessons a student can learn from a preceptor is 
the practical knowledge and skill of primary care practice. Clinical experi- 
ences are intended to allow the student to apply the didactic and theoretical 
lessons of the classroom. The preceptor who can translate his/her own ability 
into practical lessons is highly valued. Establishing an orientation to the 
setting and the values of a practice at the beginning of an experience avoids 
later problems. This permits the student to understand the priorities for patient 
care in a given setting. This is especially helpful as students in the USA often 
work with several preceptors during the educational programme. Of course, all 
these qualities contribute to a relationship, but acknowledging the necessity of 
an open relationship at the beginning sets the stage for the learning experi- 
ence. It is important that a preceptor can both give and receive feedback. 
Often an uncomfortable role for the preceptor, the ability to give feedback and 
evaluate a student is highly valued by the teaching instructor. Finally, as in the 
nurse-patient relationship, trust is fundamental to the preceptor—student rela- 
tionship. Students need to trust preceptors to give them reasonable assign- 
ments, correct information, and honest evaluations. 

Using a broad definition of clinical supervision and the above comparison, it 
seems reasonable that one could also compare the experience of a preceptor 
and nurse practitioner student to the experience of a clinical supervisor and a 
nurse supervisee. The expected outcomes for both include growth in the pro- 
fessional role, increased knowledge of possible solutions to clinical problems, 
increased confidence, and increased self-awareness (Cutcliffe and Proctor, 
1998a; Hayes, 1999). 


The role of the preceptor for nurse practitioner students 


In the USA, the most common method of providing clinical education for 
nurse practitioner students is for a faculty member to assign students to a pre- 
ceptor who is experienced in the role and practice of a nurse practitioner. 
Occasionally, students select their own preceptor with approval from a faculty 
member. The faculty teacher has overall responsibility for the learning experi- 
ence and guides the preceptor in the goals of the experience. 

Preceptors who work with nurse practitioner students are preferably master’s 
level nurse practitioners themselves who have had experience in primary care 
practice and the role of the nurse practitioner. However, due to a lack of avail- 
able nurse practitioners, physicians are commonly used in the role of precep- 
tor. This paper addresses the expectations of preceptors who are nurse 
practitioners although skilled physician preceptors may also conduct them- 
selves in a similar fashion. The primary concern with physician preceptors is 
their inability to teach the role of the nurse practitioner. 

Preceptors are charged with the responsibility of creating a productive and 
positive learning environment that results in professional growth, self-confidence, 
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and clinical competence for the student (Hayes and Harrell, 1994). The know- 
ledge and skills required of the preceptor include clinical competence, a 
thorough understanding of the nurse practitioner role, skill in clinical teaching, 
and a recognition of the strengths and limitations of the clinical setting in which 
he or she practises (Sloand et al., 1998). One of the primary functions of the 
preceptor at master’s level is to facilitate new learning and role socialisation 
(Hayes and Harrell, 1994). The student, an adult, should be more experienced, 
self-directed, and autonomous in his/her learning (O’Shea, 1994; Meng and 
Morris, 1995). Thus the teaching should be facilitative rather than directive. 


Lack of training for preceptors 


One of the major difficulties faced by preceptors is the lack of formal or stan- 
dardised training for the role of preceptor. The underlying assumption is that 
because an individual is competent in the role, this knowledge can easily be 
transferred or shared with another. This is an incorrect assumption. ‘Expert 
clinicians will not intuitively grow into expert preceptors’ (Meng and Morris, 
1995, p 184). Although students have been exposed to the qualities of good 
and poor preceptors, this does not necessarily influence their own skills as pre- 
ceptors upon graduation. Similar to the proposal of Cutcliffe and Proctor 
(1998b), student exposure to the expectations, skills, and criteria for selection 
of preceptors might result in improved teaching and enhanced preceptor— 
student relationships. 

Many preceptors express discomfort in the role of teaching and evaluating 
nurse practitioner students, many of whom are experienced and highly 
educated prior to entering the nurse practitioner programme (Hagopian et al., 
1992; Hayes and Harrell, 1994). In addition, adequate support from the 
employing agency, faculty support, and personal identity in the role all affect 
the preceptor’s ability to teach (Hayes and Harrell, 1994). Much as in the dis- 
cussion by White et al. (1998) of clinical supervision, preceptors are not 
aware of theoretical models of teaching and set about the process blindly. In 
addition to formal training, success of preceptors as clinical teachers is depen- 
dent upon faculty involvement. It is vital that faculty teachers make regular 
visits to the clinical agency and discuss the student’s progress with the precep- 
tor. In the case where this is not possible, communication via telephone or 
other electronic means may be adequate. 

In an attempt to correct the lack of training for preceptors, faculty members 
have developed educational programmes and other innovative support techni- 
ques. Several master’s level programmes have developed continuing education 
offerings that focus on the needs of the preceptor as teacher (Hagopian et al., 
1992; Meng and Morris, 1995). Others have developed manuals to guide the 
preceptor in the teaching process and the expectations in the role of preceptor 
(Hagopian et al., 1992). Currently, there are proposals for web-based courses 
that would guide the preceptor in the teaching role and provide tutorials in 
teaching skills. 
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The role of the faculty member 


The increasing number of students entering nurse practitioner programmes and 
the standards set by national organisations for low faculty-student ratios in 
nurse practitioner programmes have limited the ability of faculty to directly 
provide clinical instruction to students. The current National Organization of 
Nurse Practitioner Faculties Programme Standards (1995) permit no more than 
six students per faculty member when the students are with a preceptor. If in 
clinical instruction with the faculty member, the required ratio is two students 
to one faculty member. Such a high cost for clinical education necessitates the 
use of preceptors rather than teaching faculty for clinical instruction. This is 
supported by similar experiences in undergraduate education. In addition, the 
scholarly demands of teaching, practice, and research also take away from 
faculty member’s ability to precept students (Nehls et al., 1997). 

Since it is impractical for faculty members to supervise a student directly in 
a clinical experience, then what is the role of the faculty member? Certainly, 
faculty members are responsible for teaching didactic and theoretical content 
and for assuring students a quality clinical experience. However, for nurse 
practitioner students, one of the most difficult aspects of their education is the 
role transition (Anderson et al., 1974; Sloand et al., 1998; Hayes, 1999). This 
is typically a very difficult transition highlighted by a role crisis. Experienced, 
confident nurses return to school to take on a new role and with that role, 
novice status in the role. This is a particularly difficult and challenging experi- 
ence. The role crisis is further complicated by the uncertainty of integrating 
medical aspects of patient care into an already established nursing framework. 
Assisting students in this role transition is one of the major tasks of faculty in 
nurse practitioner programmes 

One method used by faculty to help students gain insight into the role tran- 
sition is the critical incident. The faculty teacher asks students to describe a 
particularly difficult situation from clinical practice. It may involve a patient 
care or a role issue. Often it is presented in a group situation where other 
students may also benefit from the discussion. The discussion of critical 
incidents is similar to that described by White et al. (1998) as a practice 
theme in clinical supervision. Unquestionably, this role transition is a recur- 
ring theme for nurse practitioner students, and a successful role transition for 
the nurse practitioner student necessitates the guidance of the faculty and the 
preceptor. 


Research related to preceptors and students 


As the nurse practitioner movement in the USA has matured, the need for 
research has become evident — in both education and practice. Several faculty 
members have undertaken the task of analysing the preceptor role, role 
transition for new nurse practitioner graduates, and the skills of expert pre- 
ceptors. 
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Mentoring 


Recent results include the work of Hayes (1998a, 1998b) who describes nurse 
practitioner students’ perceptions of mentoring by their preceptors and asso- 
ciated self-efficacy of the students. Hayes proposes that a mentoring model 
rather than a preceptor model may be more appropriate to the learning needs 
of the nurse practitioner student. She defines mentoring as ‘a longer term, 
voluntary relationship between a student and an expert, willing, committed 
preceptor’ (1998a, p 522). 

In her study, Hayes (1998a) used several instruments to measure both 
mentoring and self-efficacy (a sense of confidence in one’s ability to reach a 
given outcome). Her results included a positive correlation between mentor- 
ing and the student’s self-efficacy, and significant differences in the men- 
toring scores of students who personally selected their preceptor compared 
to those for whom faculty assigned a preceptor. Regression analysis also 
revealed length of the clinical experience and the experience of the precep- 
tor in that role as predictive of positive mentoring. This research showed 
potential benefit for students when a mentoring model, rather than a precep- 
tor model, of clinical education is used. Further, students might also 
benefit from choosing a preceptor whom they already know and admire. 
Permitting or encouraging students to select their own preceptors 
has not been the usual process in many programmes. Programmes may 
also need to rethink the practice of rotating students through a variety of 
experiences rather than allowing them to stay with one preceptor for an 
extended period. 

The above outcomes may also have implications for clinical supervision. 
Self-efficacy and self-confidence in practice are certainly goals of clinical 
supervision. Is there value in permitting the supervisee to select a supervisor 
who is familiar and admired? The literature from the UK (Faugier, 1992; 
White et al., 1998; Andrews and Wallace, 1999) would also indicate a need 
for a long-term relationship as well as experience and knowledge for the indi- 
vidual in the supervisory role. 

Hayes’s (1999) report of additional research in this area focused on the 
experiences of mentored and non-mentored nurse practitioner students. This 
qualitative study explored the relationship of preceptors and students, the 
meaning of the relationship to the student, and the experience of mentoring 
or non-mentoring by the students in these relationships. The students who 
considered themselves mentored described several themes of the experience 
or characteristics of the preceptor in this relationship. These themes included 
nine characteristics and many share common ground with those described by 
Faugier (1992) as the elements of a good supervisory relationship. First, 
students described a vested interest by the preceptor as a commitment, 
similar to Faugier’s description of generosity. In this situation, preceptors 
wanted to see the student succeed and were willing to give time, energy, 
and resources to meet this goal. Students described mentoring preceptors as 
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loving to teach, a characteristic that included both expert knowledge and 
concern for the student. One might consider this similar to the combination 
of willingness to learn, practical, and thought provoking behaviours in the 
supervisory relationship. Hayes described giving students an opportunity 
through trust and feedback as a third characteristic of mentoring. Preceptors 
who gave students an opportunity demonstrated confidence in the students’ 
abilities even when students had little confidence in themselves. This relates 
closely to the trust and rewarding behaviours described by Faugier. 
Openness, described by Hayes, is identical to the term used by Faugier. 
Students valued preceptors who permitted open communication, allowing pre- 
ceptors and students to learn about one another. Students also reported that 
openness led to friendship, the fifth characteristic of mentoring, which is 
similar to relationship in the supervisory model. Friendship engendered 
energy, enthusiasm, and excitement about their future role. Students 
described a life jacket as a preceptor who helped them get through the most 
difficult parts of the nurse practitioner programme. There is no similar char- 
acteristic in the supervisory relationship, possibly because clinical supervision 
typically takes place with graduate nurses rather than students. Nurse practi- 
tioner students described patience, kindness, and valuing the beginner as the 
seventh characteristic of a mentoring relationship. This became especially 
important in view of the difficult role transition experienced by many 
students. Faugier’s description of humanity and sensitivity are closely related 
to this characteristic. Students also described job advice as a valued charac- 
teristic of a preceptor. In a new role with many uncertainties, advice 
included the importance of selecting a position where other nurse practi- 
tioners worked and could provide support. Nothing in the supervisory rela- 
tionship compares to this characteristic. Finally, nurse practitioner students 
found modelling of confident, competent, empathic patient care a characteris- 
tic of mentoring. Students valued the preceptor’s ability to listen and under- 
stand the patient’s experience. This has similar qualities to the characteristics 
of humanity and relationship in the supervisory role. Provision of such com- 
petent, quality nursing care is one of the purposes of both mentoring and 
clinical supervision. 

The work of Hayes (1998a, 1999) has implications for the methods used 
for clinical education of nurse practitioners. The characteristics of mentoring 
described by the students may be those that faculty members should seek in 
preceptors. However, this may be difficult to evaluate in a new preceptor. A 
more useful tactic would be to include these skills in the orientation and 
education of preceptors. This research also has relevance for clinical super- 
vision as so many of the characteristics of a positive mentoring experience 
for nurse practitioner students relate closely to the growth and support 
model of clinical supervision described by Faugier (1992). The results of 
Hayes’s studies lend additional credibility to beliefs about the need for such 
mentoring to achieve quality care and independent and accountable practice, 
one of the goals of clinical supervision (Butterworth, 1992). 
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Role transition 


The transition from student nurse practitioner to primary care provider is both 
exciting and intimidating. How best to make this transition has often been dis- 
cussed by educators, employers, and graduates. Brown and Olshansky (1998) 
developed a research-based model, entitled ‘Limbo to Legitimacy’, to describe 
the stages of this transition. The non-linear stages of the model include laying 
the foundation, launching, meeting the challenge, and broadening the perspec- 
tive. The first stage, laying the foundation, focuses on recovery from school 
and obtaining credentials and a job. In the launching stage, the new nurse 
practitioner dealt primarily with adjusting to the realities of a new position 
and developing a feeling of legitimacy in the role. In this stage, the availabil- 
ity of a colleague to share timesaving tips and verbal support helped the new 
nurse practitioner to succeed and flourish. Dealing with anxiety related to 
personal confidence in his/her knowledge and skill was an important element 
of this stage. In the third stage, meeting the challenge, these practitioners were 
more realistic in their expectations for their professional development. Compe- 
tence and confidence increased and they were also able to acknowledge 
problems originating in the healthcare system that interfered or affected their 
new role. Finally, the last stage, broadening the perspective, occurred near the 
end of the first year of practice for many study participants. At this point, they 
could reflect on their accomplishments and acknowledge progress. They were 
better able to deal with system problems and accept positive comments regard- 
ing their work. It set the stage for life-long learning. 

In addition to the identified stages of progress in practice, one major impli- 
cation from the study was the need for mentoring (Brown and Olshansky, 
1998). Based on the data from the study, the authors identified mentoring as 
an essential component of practice for a new nurse practitioner. Mentors in 
this situation are analogous to supervisors in clinical supervision. According to 
the authors, mentors need to be skilful guides, assisting new nurse practi- 
tioners through difficult experiences. The mentors also serve as a source of 
information and support. They can provide reality checks, helping the begin- 
ning practitioner to refocus expectations. The authors believe that mentoring 
became particularly important during the launching stage, a time when new 
practitioners are especially vulnerable to the stress of practice. Additionally, 
the authors recommended regular, planned meeting times between the mentor 
and new practitioner. This reduced unscheduled interruptions by the beginning 
practitioner and offered regular, anticipatory guidance. 


Preceptor skills 


Other recent research related to nurse practitioner development centres on 
techniques used by successful preceptors. Davis et al. (1993) reported on 
effective teaching strategies of expert preceptors. In a qualitative study, they 
identified four major strategies used by the expert preceptors participating in 
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the study. These included orientation strategies, overall strategies used for all 
levels of learners, ongoing strategies specific to the level of the learner, and 
finally strategies for letting go. These expert preceptors incorporated many of 
the same characteristics outlined by Hayes (1999) and Faugier (1992) into 
their teaching strategies. Among these were orientation, patience and kindness, 
thought-provoking behaviour, trust, and modelling of good patient care. A 
critical difference in this study compared to Hayes is that these results are 
from the perspective of the preceptor rather than the student. Important to 
note, many of the characteristics are the same. 


Other relevant research 


Hill et al. (1999) conducted another relevant study focusing on the rewarding 
and discouraging experiences of being a preceptor. This study sampled precep- 
tors of allied health students (health information management, physiotherapy, 
radiologic technology, dietetics, and respiratory therapy). The results were not 
surprising. The most rewarding experience was observing the student grow 
and work toward independence. The most discouraging experience was low 
motivation of students. The growth and increasing autonomy of nurses and 
nurse practitioners are also rewarding and are cited by Brown and Olshansky 
(1998) and Davis et al. (1993) as important characteristics to beginning practi- 
tioners and mentors alike. Low motivation may be present among nurses and 
nurse practitioners, but this offers an additional reason for mentoring or 
clinical supervision to determine the source of poor motivation and to modify 
it if possible. 

Other current research in the USA relevant to preceptors, mentoring, or 
clinical supervision looks at undergraduate nursing programmes. Nehls et al. 
(1997) report a qualitative study on the lived experience of students, precep- 
tors, and faculty using the preceptor model of clinical instruction. One of the 
essential themes identified by all participants was the importance of ‘learning 
nursing thinking’ (p. 222). Students sought to learn how nurses think. Faculty 
and preceptors attempted to discover how this thinking is taught and learned. 
This is not unlike what preceptors are attempting to teach nurse practitioner 
students. The primary difference is that nurse practitioners need to learn 
advanced nursing thinking and use it in a different role. Clinical supervision 
may necessitate a similar goal — helping nurses to experience and refine the 
thinking of nursing. The authors also suggested that preceptor roles be clearly 
defined and that preceptors be invited to participate in curriculum develop- 
ment. 

Nordgren et al. (1998) described the use of preceptors for beginning level 
undergraduate students. Students were in a one-on-one teaching relationship 
with an experienced nurse. The authors reported characteristics of positive 
experiences for the students as well as positive approaches by the preceptors. 
Part of the study required that students learn about the student-preceptor rela- 
tionship. The exposure of students to this model of teaching will begin to 
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prepare them for future experiences serving as a preceptor or mentor or as the 
recipient of such experiences. Cutcliffe and Proctor (1998b) propose that 
students exposed to the role of the supervisee will derive future benefit when 
participating in clinical supervision. 


Summary 


Although clinical supervision, by strict definition, is not commonly used in the 
US, other experiences are clearly related, particularly in the education of nurse 
practitioners. The value of this type of relationship is identified in both prac- 
tical application and current research. The lessons learned in the education of 
nurse practitioners may be useful in further development of clinical super- 
vision. As discussed in this chapter, there are already many similarities 
between the preceptor/mentor for nurse practitioner students and the super- 
visory experience in clinical supervision. Researchers have also identified 
this type of relationship as a valued part of the transition to primary care 
provider. 

The ongoing research and lessons learned in both the USA and UK regard- 
ing clinical supervision, mentoring, or the education of nurse practitioners 
have obvious value to nursing in these and other countries. The goal of 
achieving clinical excellence and role autonomy is one many nurses hope to 
attain and one the global community of nurses should strive to realise. The 
use of mentoring and clinical supervision offers one step in reaching that goal. 
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21 Clinical supervision and 
clinical governance for the 
twenty-first century 


An end or just the beginning? 


Tony Butterworth 


Editorial 


This chapter identifies and then draws together some of the threads which run 
throughout this book, and then uses these as the basis for speculating on the 
immediate future for clinical supervision. It draws attention to the obvious 
relationship between clinical supervision and clinical governance and points 
out that as a result, we have, for perhaps the first time, a formal link between 
the individual and the organisation in a framework for ensuring the quality of 
clinical services. It offers a brief strategy for implementing, maintaining and 
evaluating clinical supervision and suggests good practice for employers. 

In considering the future of clinical supervision, we believe that this chapter 
highlights a significant issue that needs consideration. Given the changing 
nature of some health care, and the resulting ‘brief’ nature of contact with 
some health care professionals (e.g. day case surgery, NHS Direct), models of 
clinical supervision, designed specifically to address the restorative, formative 
and normative needs of these practitioners need to be developed. This is just 
one example of the issues that will need to be addressed in the future of 
clinical supervision. Whilst much has been learned about clinical supervision 
and whilst many developments have occurred over the past ten years, the next 
ten years promise to be equally challenging and, hopefully, enlightening. 


Introduction 


The volume of material available which describes and analyses clinical super- 
vision is self evident from this book and its collected references. New patterns 
of work are beginning to emerge and the once contentious issues of cost 
benefit and ‘proof of value’ are no longer the problems to implementing 
clinical supervision that they once were. Clinical supervision has new cham- 
pions and a spirit of enthusiasm surrounds it, generated by the demands of 
clinical governance and continuous professional development. This chapter 
draws together some of these threads and speculates on the immediate future 
for clinical supervision. 

Professional self-regulations and clinical governance are hallmarks of a new 
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spirit of individual accountability and corporate responsibility in the helping 
professions. The well-publicised cases of negligence in the UK National 
Health Service and the lessons of the Harold Shipman case carry echoes from 
the Beverly Allitt case of a decade ago but the outcomes for patients and 
families are the same. They raise questions such as — ‘How could this happen 
without anyone knowing?’ — ‘Why are fellow professionals still fearful of 
whistleblowing bad practice?’ — ‘How can healthcare professionals be so out 
of date in their practices that they actively harm patients?’ 

The answers are of course, that continuous professional development is 
unevenly funded, individual ‘professional’ arrogance sometimes overrides 
patient needs and some individual performance simply does not deliver safe, 
let alone ‘best’ practice. 

The government response to organisational and individual deficiencies has 
been to put in place a range of checks in the system, which it is hoped will 
prevent the serious shortcomings that have led to such well-publicised cases. 

Clinical governance and its attendant requirements are now purposefully 
located in NHS trusts and accountability for development is being carried by 
the National Health Service Executive. National standards for service are 
being established through the National Institute for Clinical Excellence and 
the National Service Frameworks. Standards will be monitored through the 
Commission for Health Improvement. 

Researchers and clinicians are being pressed constantly to use an evidence- 
based approach to care, and databases established through Cochran Centres 
allow practitioners to interrogate the most reliable research available and make 
use of it in their practice. These measures are to be applauded and will make a 
significant impact on the provision of health care. There is also every reason to 
believe that they will mitigate the problems of poor practice reported in the 
media. However, there still remains a bridge to be built between the measures 
which the government imposes and the personal response to accountability. 


Clinical governance and clinical supervision 

There is an obvious relationship between the good practice of clinical super- 
vision and the responsibilities necessary for effective clinical governance. 
Clinical supervision has been properly secured in many health care trusts and 
can therefore inform and be part of the systems of clinical governance which 
must be established and in place in all NHS trusts. It is possible to summarise 
the relationship between the two and the natural alliance which can grow from 
them. 

Clinical governance can be defined as: 


‘a framework through which NHS organisations are accountable for 
continuously improving the quality of their services and safe-guarding 
high standards of care by creating an environment in which excellence 


in clinical care will flourish.’ (DOH, 1998) 


More simply put, clinical governance is: 
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‘the means by which organisations ensure the provision of quality clinical 
care by making individuals accountable for setting, maintaining and moni- 
toring performance standards.’ 

(NHSE North Thames Regional office, 1998) 


Clinical governance places the responsibility for the quality of care jointly on 
organisations and on individuals within organisations. Clinical care is increas- 
ingly complex and requires professionals to develop an intricate network of 
relationships so that they may appropriately exercise their clinical responsibil- 
ities in a collective and joint way. The exercise of individual accountability in 
a multi-professional clinical environment has never been more relevant. 

A clinician is responsible for providing individual care of high quality and 
being able to demonstrate this by setting and monitoring acceptable standards. 
This will require joint standard setting where there is more than one clinician 
involved in the care. An institution is responsible for providing services of high 
quality and being able to demonstrate this by setting and monitoring standards 
for the system set up to provide the services and by ensuring that individual 
clinicians fulfil their individual responsibilities. We have thus for perhaps the 
first time a formal link between the individual and the organisation in a 
framework for ensuring the quality of clinical services. This relationship is 
further strengthened by the individual accountability that chief executives of 
NHS trusts have for the quality of clinical care in their organisations. 

Clinical supervision is ‘a formal process of professional support and 
learning which enables individual practitioners to develop knowledge and 
competence, assume responsibility for their own practice and enhance 
consumer protection and safety of care in complex clinical situations.’ 
(DOH, 1993) 

Clinical supervision for nurses has been purposefully developed and imple- 
mented in many healthcare trusts across the United Kingdom. Helpful direc- 
tion from NHS policy development and recent research evidence 
demonstrating its acceptability by the profession, focus on clinical work and 
skill development shows that there is a well developed mechanism already in 
place which supports some of the central requirements of clinical governance. 
Other emerging evidence suggests that tools can be developed which compe- 
tently assess the impact and focus of clinical supervision so that it can be 
properly evaluated, benchmarked and compared across a number of service 
providers. The value of clinical supervision to clinical governance is sum- 
marised in Table 21.1. 


A summary of good practice for implementing, maintaining and 
evaluating clinical supervision 


Whilst there is no one universally correct way or method to implement, 
maintain and evaluate clinical supervision, the following strategy indicates key 
aspects of this process: 
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Table 21.1 A summary of the value of clinical supervision to clinical governance 


Clinical supervision focuses on matters of central importance in the provision of safe and 
accountable practice. 
The content of clinical supervision is focused on: 
e organisational and management issues 
e clinical casework 
o professional development 
e educational support 
e confidence building 
e interpersonal problems 


Implementing 


e thorough preparation of clinical supervisors 
e making sufficient time available for clinical supervision to happen 
e enabling trusting relationships between supervisors and supervisees 


Maintaining 


e making clinical supervision part of the Trust ‘culture’ and a requirement 
for practising professionals 


Evaluating 


e evaluating the provision and the product of clinical supervision on a 
regular basis. 


Suggested good practice for employers 


In conjunction with the steps outlined above, further good practice for employ- 
ers who wish to be seen to fully embrace clinical supervision includes: 


e gathering data for the trusts who demonstrate continuing investment in the 
preparation and development of clinical supervisors; 

e reviewing the process and product of clinical supervision activity in the 
trust; 

e establishing the means by which clinical supervision can be drawn into 
the required responsibilities of clinical governance. 


Work continues at the University of Manchester in developing a standardised 
evaluation tool (the Manchester Clinical Supervision Scale). Researchers are 
using a number of experimental sites and results continue to show that clinical 
supervision is addressing improvements in skills, encouraging reflective 
practice and attending to personal development. 

Participating in clinical supervision in an active way is a clear 
demonstration of an individual exercising his or her responsibility under 


320 Tony Butterworth 


clinical governance. Organisations have a clear responsibility to ensure that 
individual clinicians have access to appropriate supervision and support in the 
exercise of their joint and individual responsibility. Clinical supervision should 
properly seen as an activity that takes place in a wider framework of activities 
that are designed to manage, enhance and monitor the delivery of high quality 
clinical services. 

Examples of these wider activities are: 


clinical audit; 

clinically effective practice; 

clinical risk management; 

quality assurance monitoring frameworks; 
continual professional development; 
organisational development. 


Hence, clinical supervision should take place in the context of an overall fra- 
mework rather than being seen as an individual activity carried out in isola- 
tion. 


Delivering clinical supervision 


Early attempts at defining the ‘right amount’ of clinical supervision have been 
produced and ‘ideal types’ are described elsewhere in this book. The patterns 
of care emerging in the UK Health Service mean that the opportunity to 
express care through, for example, a nurse-patient relationship requires some 
further thought. A large section of the workforce still engages with patients 
and families who will receive care over a prolonged period of time. Psychia- 
tric care and care of older people are striking examples of this. Equally, 
however, there are others who will have only a brief contact with health pro- 
fessionals. The most striking example here is that where people receive day 
patient or 24-hour ‘short stay’ surgical care. Even more interesting are the 
new telephone contact and consultation services available through NHS Direct 
and phone line services set up by NHS trusts. These new ways of working 
will demand new models of clinical supervision, which can embrace new 
and more traditional forms of care and helping relationships. 

An example serves to make that point. One of the characteristics of ‘good 
nursing’ has been seen as the ability to form a therapeutic relationship with 
patients and families. A whole section of the education curriculum is devoted 
to establishing relationships, developing interpersonal skills and ‘the key 
helping relationship’. This anticipates that relationships are meaningful and 
can be used as an integral part of the delivery of health care and changing 
health behaviour. Clinical supervision attempts to recognise this and develop it 
to the mutual satisfaction of nurse and patient alike. Short-term, brief interac- 
tions are different and will need educational preparation and clinical super- 
vision, which accommodates it. There remains much work to be done in this 
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area of brief intervention and contact between professionals and people who 
use services. The consequences of these new ways of working are as yet 
unclear. 


Patients and families as beneficiaries of clinical supervision 


Discussion on the effects of clinical supervision on patients and their families 
continues. At its most simple the effects are clear, a well educated, acceptable 
and ‘open’ healthcare professional should lead to a safe and well informed 
patient. To attempt to disentangle the ‘effect’ of clinical supervision on patient 
and families may well result in years of tortured attempts to seek a cause and 
effect which is impossible to locate. Of course patients and their families 
must be the beneficiaries of clinical supervision, it is after all a system to 
support and develop the professionals offering care to them and does not 
exist to merely advance the cause of the professions themselves. 


What next for clinical supervision? 


To speculate on the future of clinical supervision is always difficult. It has 
arrived and it is probably here to stay. Most practising nurses accept its value, at 
least in theory. Only a decade ago it would not have been possible to find much 
reference to it in the professional literature for nurses. This book, although in its 
own way unique, is now one of several produced which can offer insights into 
professional development and clinical supervision and the influence it is having 
on research, clinical practice and international collaboration. 

It has been absorbed into the nomenclature of the profession and for nurses 
it offers a real opportunity to debate practice and its consequences on both the 
professional and the patient and family. Clinical governance has provided an 
organisational ‘location’ for the activity which surrounds clinical supervision 
and it can make a demonstrable contribution to professional practice and 
patients’ safety. The true test of its acceptance will be when it is no longer 
necessary to see it as a separate activity and it has become part of the normal 
business of professional practice for all nurses. 
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